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ANCER of the breast in its early stages usually 
gives few if any symptoms, and ordinarily it 
is quite by accident that the patient notices a lump. 
If she waits until pain is a factor before consulting 
a physician, the disease is usually advanced. Un- 
fortunately, she does not always seek medical 
advice at once and there is often a delay of several 
months. 

The extent of the disease at the time of examina- 
tion and treatment really determines the outcome 
in each case. It is known that there are varying 
degrees of malignancy, and that some cancers grow 
and metastasize more rapidly than do others. It 
is also known that there is a variation of growth at 
different ages, that cancer of the breast is less virulent 
in elderly than in younger women, and that there 
is a larger percentage of rapidly growing cancers in 
patients under forty-five than in those above that 
age group. 


Earty DIacNnosis AND TREATMENT 


It is essential that the patient be taught to consult 
her physician if she notices anything wrong with 
her breast, whether it is deformity, inversion of 
the nipple, puckering of the skin or a lump. It is 
equally essential that physicians and surgeons be 
taught to act promptly when the patient does seek 
advice. It is better to explore many benign condi- 
tions than to let one cancer go untreated. The 
eearlier the lesion, the more difficult is the decision 
‘concerning the exact nature of the condition. Truly 
early diagnosis and treatment was carried out in 
the following cases. 

Case 1. Ten years ago I was called by a physician’s wife, 
who stated that she had just noticed a lump in her breast. 
Because of several cancers of the breast in her ancestors, 
she had made it a point to examine herself from time to time 
for possible cancer. She felt sure that the lump had not 


been there a week before. I examined her within an hour 
and found a tiny tumor with no characteristic signs of cancer. 
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At her insistence, she“was taken directly to a hospital and 
the tumor was explored four hours after she first noticed it. 
It turned out to be a very small cancer without axillary in- 
volvement. A radical operation was done, and the patient 
has remained well. 


Case 2. A few months ago a patient consulted me with 
a complaint of itching in the breast for five days. She was 
unmarried and had never had previous trouble with her 
breast. Both breasts were large, but no tumor or other ab- 
normality could be made out. Low down in the axilla, how- 
ever, a hard lymph node measuring 2 by 2 cm. was palpated 
and it felt like cancer. A week later this node was explored 
and found to be malignant. A radical mastectomy was done 
at once. Even then nothing could be felt in the breast, but 
section of it showed a smal! cancer. This was, indeed, a 
peculiar early symptom, itching. During the week before 
operation the itching changed to deep aching in the breast. 


Case 3. A patient who consulted her physisien. for an- 
other ailment called his attention to a small puckering of the 
skin of the breast. No mass could be felt. Transillumination 
showed a disk of opaque tissue deep in the breast, extensive 
enough to make one suspect cancer. Operation was done 
three weeks later, and cancer,with involvement of several 
nodes was found. 


AGE OF THE PATIENT 


Cancer of the breast was formerly thought of as 
a disease of middle age, but as a matter of fact it 
may occur at any age after puberty. As previously 
mentioned, when it occurs in young people it is 
likely to be a rapidly growing cancer. Many of 
these patients, however, can be operated on success- 
fully. In the following 3 cases, the patients were 
under nineteen years of age when operated on. 


Case 4. B. B. (P. H. 15183), a 15-year-old girl, was ad- 
mitted to the hospital on February 8, 1939. She stated that 
2 months previously she had been kicked in the left breast. 
Two weeks later she noticed a mass in the breast and con- 
sulted her physician. This was at the time of her first men- 
strual period. 

Examination showed a hard mass measuring 2 by 2 cm. 
in the center of the left breast beneath the upper border of 
the areola and adherent to the skin. The areola was redder 
over this area than elsewhere. There was no lymph-node 
enlargement. X-ray films of the chest, spine, pelvis and 
femurs were negative for metastases. 

Operation was carried out, and the tumor was removed. 
Frozen sections were interpreted as showing adenofibroma, 
but from the paraffin sections a diagnosis of adenocarcinoma 
was made. Three days later a radical mastectomy was done 
and more cancer was found. Of twenty-two lymph nodes 
examined, all were negative for cancer. 

Twenty-two months later a mass measuring 5 by 5 cm. 
was felt in the posterior axilla. This was removed and found 
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to be a low-grade neurofibrosarcoma lying between the teres 
and subscapular muscles. 

At the last examination, in April, 1944, there had been 
no recurrence of the tumors. 


Case 5S. V. B. (P. H. 22514), an unmarried 
girl, was admitted to the clinic on June 15, 1944. One week 

reviously she had noticed a lump in the right breast. A 
reely movable mass measuring 3 by 4 cm. without adherence 
to the skin was noted in the upper portion of the right breast. 
It was thought to be an adenofibroma, but operation was ad- 
vised and was performed on July 19. The tumor was slightly 
larger at that time, but no axillary nodes were palpable. 
Gross examination of the tumor and microscopic examination 
of a frozen section showed carcinoma. The wound was closed 
and a radical mastectomy was performed, with removal of 
the entire breast, both pectoral muscles and the contents of 
the axilla. The patient made a _ operative recovery and 
was discharged 13 days later. e final microscopic report 
showed carcinoma simplex with foci of adenocarcinoma. 


There was also invasion of blood vessels by carcinoma. Twelve - 


lymph nodes were identified, three of which showed invasion. 
ine weeks later the patient returned with a recurrent 
node in the right axilla and another above the right clavicle, 
ain in the lumbar spine and extensive involvement of the 
iver. She died on December 3 with extensive carcinomatosis, 
6 months after the tumor was noted. 


Case 6. M. S., a 46-year-old, unmarried woman was seen 
in consultation on January 13, 1945, for pain in the left breast. 
The right breast had been amputated at the age of 17 at the 
Homeopathic Hospital, Boston. Examination showed a 
scar of amputation, but the pectoral muscles were present. 

re was no evidence of recurrence, and the left breast was 
normal. Checking of the record at the Massachusetts Me- 
morial Hospitals confirmed the amputation and revealed 
“clearing” of the axilla. The pathological report was cancer, 
and the axillary nodes were involved. From the examination 
it was apparent that the upper axilla had not been dissected; 
nevertheless, the patient was free from recurrence 29 years 
after operation. 


UNTREATED CANCER 


Several years ago, I! assembled the records of 
100 patients with cancer of the breast who had died 
without any treatment except nursing care. The 
duration of life calculated from the onset of symp- 
toms ranged from three months to thirteen years, 
with a mean duration of three years and four months. 
This study supplied a base line for use in determin- 
ing the results of operative treatment. Our studies, 
fortunately, show a much greater life expectancy 
when operation is done than when it is not. 


Tue Rapicat OPERATION 


In 1894, Meyer? and Halsted* simultaneously 
described a radical operation that differed but little 
from the one now advocated. This consisted of re- 
moval of the entire breast with the overlying skin and 
the muscles and fascia beneath, as well as the con- 
tents of the axilla. Halsted advocated preservation 
of the clavicular portion of the pectoralis major. 
He also spared the pectoralis minor but divided 
it, dissected beneath it and resutured it. Meyer 
emphasized the importance of complete removal of 
all involved muscle in any cancer operation and 
hence recommended that both pectoralis muscles 
be removed. He also insisted that the lymphatic 
vessels between the two muscles should not be 
disturbed but should be removed en bloc. In 1918, 
Meyer* again appealed .to surgeons to carry out 
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this procedure, stated that he had not found it 
to be a mutilating procedure and that there was 
little loss of function of the arm. 

In 1904, Warren® wrote: 


It should always be remembered that the indications 
are in Cancer to stamp out the disease. All other consider- 
ations which enter into so many other operations should 
be disregarded, with the single exception of the safety of 
life. Anatomy and aesthetics should always play a second- 
ary role... - It should be said here, however, that the 
modern operation, as now performed by the most conscien- 
tious surgeons, is always to be preferred to the feeble imi- 
tations that one often sees, even at the present time, in 
hospital practice. 


In 1907, Greenough, Simmons and Barney’ stated: 


‘The advantage obtained by removal of the pectoralis 
minor appears to consist in the greater ease with which 
the upper axilla can be dissected. It is not apparent that 
this muscle is especially liable to infiltration. 


Cheatle’ and later Wainwright® studied full sec- 
tions of the breast, muscles and axilla. They demon- 
strated that both pectoral muscles become infiltrated 
with cancer and that the entire minor muscle must 
be removed. Wainwright® further demonstrated 
the presence of lymph nodes on the anterior surface 
of the pectoralis major muscle. He emphasized 
the need of dividing the insertion of this muscle and 
of removing it without dissecting the fat from 
the anterior surface. He also pointed out the need 
of carefully removing the tissues on the antero- 
lateral border of the latissimus. Handley!® demon- 
strated the necessity of removing the deep fascia 
and the rectus fascia because of the presence of 
lymphatic vessels in the fascia. He did not advocate 
the removal of much normal skin, but removed 
all the subcutaneous fat. 

From all these sources has been evolved the 
technic of a radical operation that is generally ac- 
cepted. This includes removal of the entire breast 
and overlying skin, all the pectoralis minor, all the 
sternal portion of the pectoralis major, the deep 
fascia down to the recti muscles and the entire 
axillary contents, with the exception of two nerves 
and one artery. 

Patients to be submitted to radical operation 
must be carefully selected. Such operations should 


be carried out only if the disease is limited to one 


breast and the adjacent axilla. The axillary nodes © 
must be movable if they are to be removable. The 
presence of disease above the clavicle, in the other 
breast or axilla, in the lungs or liver or in the bones 
is a contraindication to operation. Appropriate 
x-ray studies should be made to determine these 
facts. The age and general condition of the patient 
are obvious factors to be considered. 

The prognosis in cases submitted to operation 
varies sharply according to whether or not the 
axillary nodes are involved. In the large clinics 
a five-year curability of 25 per cent is usual when 
the axillary nodes are involved; if they are not, the 
rate rises to 65 to 70 per cent. 
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Exceptions To Rapicat OpERATION 


There must be a good reason for substituting a 
simple amputation for the radical attempt at cure. 
Greenough" compiled figures from nine hospitals 
showing that simple amputations carried a curability 
of only 10 per cent, compared with 34 per cent for 
the radical operation. 

The method advocated by Grace” of doing simple 
amputations and trusting to radiation to care for 
the metastatic nodes has little to recommend it. 
If the nodes are really cancerous, few cases are 
cured in this way. Grace reported 80 cases treated 
by simple mastectomy and x-ray, but stated that 
nodes that were large and easily accessible were re- 
moved, so that this did not actually comprise a 
simple mastectomy as it usually is defined. Forty 
cases were untraced. Grace claims 44 per cent 
cures for five years, based on the 40 cases that were 
followed. If all the untraced cases succumbed to 
cancer, the curability rate was only 22 per cent. 
He does not state whether this was a selected series 
in which only the minor operation was performed, 
nor does he give the ages of the patients. 

However strongly one believes in the radical 
operation as necessary to cure cancer of the breast, 
it should be realized that there are times when a 
simple amputation is much wiser. This is done as 
a palliative measure, but occasionally one is for- 
tunate enough to accomplish a cure. Simple ampu- 
tation, however, is not so good as x-ray treatment 
in an inoperable cancer of the breast, particularly 
when there is involvement of the axillary nodes. 
X-ray treatment heals many ulcerated lesions and 
often prevents large cancers from breaking down. 
It retards the growth of the cancer and makes life 
more bearable, even though it may not greatly 
prolong life. 

It has been. our experience that many elderly 
patients do not tolerate massive x-ray therapy to 
the breast and, incidentally, to the lungs. We have 
seen several deaths follow such a course of treat- 
ment. As a result, when one is faced with the prob- 
lem of treating a cancer of the breast in the aged, 
one must carefully weigh the possibility of perform- 


. ing a radical operation, even if it is done under 


novocain. If this is not feasible, simple amputa- 
tion may be considered. Radium treatment has its 
place in a few cases. 

In the following cases we believe that simple 
amputation was justified. 


Case 7. E. E., a 75-year-old, married woman was examined 
in February, 1944. She had a mass measuring 4 by 4 cm. 
in the left breast, with no palpable nodes. There was hyper- 
tension, tachycardia and myocardial disease. It was believed 
that x-ray treatment would be unwise in a patient of this 
age because of the likelihood of pulmonary congestion and 
later fibrosis. After careful preparation by a cardiologist, 
a simple amputation was done under ether in 30 minutes. 
The patient was out of bed the day after operation and made 
a good recovery. Ten months after operation she was quite 
well, with no sign of cancer. 
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Case 8. E. R., an 81-year-old, married woman was first 
seen in January, 1943. Shortly before examination she tad 
noted a mass in the axilla. This was freely movable and 
measured 4 cm. in diameter. Six years previously she had 
suffered a right hemiplegia. Four years previously a surgeon 
had done a right simple mastectomy for cancer. In February, 
an axillary dissection was done under novocain. The pec- 
toral muscles and a segment of the axillary vein were removed. 
The patient sat up in a chair the following day and made a 
good recovery. She died on April 18, 1944, with no further 
recurrence. 


Case 9. E. D., an 82-year-old, unmarried woman, was 
seen in consultation because of a tumor of the breast of 6 
months’ duration. Both breasts were small, but in the left 
breast there was a mass measuring 4 by 4 cm., with adherence 
to the skin. There were no palpable nodes, and x-ray ex- 
amination of the chest was negative. The patient was in 
fair gg condition, but was forgetful and showed signs 
of senility. She was extremely thin and would not have 
tolerated radiation treatment well. Under novocain, a 

uick simple amputation was done. Carcinoma was found. 
he patient left the hospital within a few days. She was 
well and apparently free from recurrence 2 years later. 


Case 10. C. G., a 49-year-old, unmarried woman, was 
examined on August 5, 1943. She had had a tumor of the 
breast for 5 years, but had done nothing about it until it 
broke down 3 weeks previously. Examination showed a 
foul, ulcerated carcinoma involving the entire central part 
of the breast. There were no palpable lymph nodes. X-ray 
films of the chest, spine and pelvis were negative for metas- 
tases. It was obvious that there was too much sepsis to 
consider a radical operation with exposure of the axilla. A 
simple amputation was done, with a pathological report of 
Grade 3 carcinoma. The pomees made a good recovery and 
remained well until April 21, 1944, when a lymph node was 
found high in the axilla. An axillary dissection was done, 
and Grade 3 carcinoma was found in one node. The patient 
was apparently well 6 months later. 


Case 11. C. B. (P. H. 1153), a 51-year-old, married 
woman, was admitted on February 15, 1929. She had an 
extensive carcinoma involving the entire left breast. The 
tumor had been present for 2 years, but she had received no 
medical attention until 2 weeks previous to admission, when 
she had a hemorrhage. The entire mass, which extended 
from the infraclavicular region to the 9th rib and from the 
midline to the midaxilla, was ulcerated and foul. The first 
decision was to attempt to clean it up and to treat it by 
x-ray, but the odor was so bad that it was impossible for the 
nurses to dress it. The patient was anemic and presented a 
picture of prolonged sepsis. On February 25, the breast 
was removed by electrosurgery. The lower axillary nodes 
that were obviously involved were removed, but no attempt - 
was made to remove the muscles or all the axillary nodes. 
The pathologist reported carcinoma simplex (Grade 3), with 
axillary metastases. The wound was left open. The patient 
received a course of deep x-ray therapy. 

In September, she returned with a recurrent nodule 3 by 
3 cm. in the scar. This was excised. She was followed regu- 
larly until July, 1943, when she was readmitted at the request 
of her physician with dyspnea, cyanosis and considerable 
fluid in the chest. The case was diagnosed as cardiac decom- - 

ensation and was treated by digitalization, with good effect. 
She was able to leave the hospital, but died of heart disease 
in January, 1944, 15 years after the first admission. 

Comment. This palliative operation was done without 
expectation of cure, in the hope of relieving sepsis and making 
life more bearable for the patient. The operation was not 
the radical one usually thought necessary to cure cancer, but 
it was adequate for this slow-growing cancer. 


Case 12. A. J. W. (P. H. 3777), an 86-year-old, married 
woman, was admitted on September 26, 1931, with carcinoma 
of the left breast of a few months’ duration. Because of her 
advanced age, operation was thought inadvisable and x-ray 
treatment was given. Two series of such treatments kept 
the lesion in check for nearly 3 years. It then broke down 
and began to discharge nyftemed On July 19, 1933, 
the local tumor was excised under novocain. No attempt 
to remove the entire breast was made. Eight months later 
axillary metastases appeared, and 4 months after this several 


33 


518 


nodules were found in the operative scar. The patient re- 
ceived additional x-ray treatments on four occasions, with 
ood regression of the disease for a time, but died in February, 
1937, from cancer and arteriosclerosis. 
Comment. It is probable that this patient should have 
had a simple amputation at the time of the first admission. 


Case 13. E.G. (P. H. 641) an 83-year-old, married woman, 
was admitted on June 15, 1928. A carcinoma of the breast 
had appeared 1% years previously, and she had received a 
few x-ray treatments at another hospital. Examination 
showed a well preserved woman with a mass 6 cm. in diameter 
in the upper outer quadrant of the left breast. There were 
no palpable axillary or supraclavicular nodes. Because of 
her advanced age a simple mastectomy was done under 
novocain anesthesia. The pathologica] report was carcinoma 
simplex. The patient spent the remainder of her life in 
various hospitals and nursing homes and died of cardiorenal 
disease at the age of 96. There never was any definite recur- 
rence. 


Radium was used in the following two cases. 


Case 14. E. C., a 78-year-old widow, was examined on 
eo 7, 1941. She had a mass measuring 4 by 3 cm. in the 
ower inner quadrant of the left breast. She was fairly well 
preserved, but the blood pressure was 250/118. Radical 
operation was not deemed possible. On June 13, the mass 
was excised under novocain and found to be a slowly grow- 
ing adenocarcinoma. Fifteen radium needles of 3 mg. each 
with a wall thickness of 0.5 mm. of platinum were inserted 
in the breast so as to encircle the primary wound, which 
was closed. The needles were left in for 7 days for a total 
dosage of 7560 mg. hr. The patient was last seen in No- 
vember, 1944, with a questionable recurrence in the breast 

neath the scar. She had never developed any involved 
lymph nodes. 


Case 15. C. C., a 77-year-old, unmarried woman, was 
first seen in March, 1942, with a tumor of the left breast of 
1 year’s duration. There was a mass in the upper outer 
quadrant 2.5 cm. in diameter, with a small, hard axillary 
node on the same side. The patient’s physical condition was 
extremely poor. She had hypertensive heart disease and a 
large diaphragmatic hernia. Her physician would not permit 
a general anesthetic. Under novocain, radium needles were 
inserted into the tumor, which was found to be carcinoma, 
and into the axilla, according to the Keynes technic. These 
needles had a wall thickness of 0.5 mm. of platinum and 
each contained 2 or 3 mg. of radium. They were left in place 
for 7 days, for a total dosage of 8200 mg. hr. Two months 
later 3000 r of high-voltage x-ray was given to one portal over 
the breast. An ulcerated area developed in the axilla and 
persisted several months. Under novocain the ulcerated 
. area and a group of enlarged nodes low in the axilla were 
removed. No cancer was found in this material. Healing 
was slow. The patient remained free from disease nearly 
two years and died of diverticulitis of the sigmoid with abscess 
at the age of 80. Complete autopsy revealed no sign of cancer. 

Comment. In this case radium, x-ray and operation were 
used in turn. No one of the procedures as carried out was 
a major one, but the comfort that the patient received made 
her feel that they were worth while. 


RECURRENT CANCER 


It is rarely that surgery can be used in recurrent 
cancer of the breast. As a rule, radiation of recur- 
rent nodules is better treatment when there ‘is 
recurrence in the operative field. Involvement of 
the opposite breast or axilla in the absence of gener- 
alized disease calls for a decision whether further 
surgery is justified. 

There have been 6 cases in which we have done 
a second radical operation. ‘Two patients soon 
died of lung metastases, and 1 died seven years 
after the second operation. Of the other patients, 
1 has been alive for ten years with recurrence, | 
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has been well for five years, and 1 has been well for 
one year. 

It has ordinarily been believed that if a patient 
lives for five years after operation for cancer of 
the breast and has no recurrence, her chances of 
cure are practically assured. It is true that most 
recurrences do appear before the end of five years, 
but it is not unusual to find them up to ten years. 
The following case shows a recurrence thirty-four 
years after operation, the latest that we have 
heard of. 


Case 16. G. P. (P. H. 20725), an 84-year-old, married 
woman, was admitted on September 10, 1942, with recurrent 
cancer of the breast. The referring physician, a well known 
surgeon, stated that he had performed a radical mastectom 
for cancer in March, 1906. She had remained well until 
August, 1940, when a nodule appeared in the scar. Exami- 
nation showed a scar of a Halsted incision, with absence of 
the pectoral muscles. In the lower axilla there was a nodular 
tumor measuring 7 by 5 cm., with ulceration and fixation to 
the chest wall. Throughout the scar and on either side of 
it there were numerous skin nodules. There were no enlarged 
nodes, but there was extensive pleural effusion. The patient 
died in December, 1942, without treatment. 


The following cases demonstrate the compar- 
atively low malignancy of certain breast carcinomas. 
Furthermore, they point out the necessity of dealing 
with various aspects of recurrence as they are found, 
keeping in mind that wherever there is life there is 
hope of palliation. Both these patients knew the 
nature of their disease, welcomed the possibilities 
of each new treatment suggested and co-operated 
to the utmost. 


Case 17. ‘L. U., a 41-year-old, married woman, had a 
simple breast amputation for cancer in 1913. A second 
yee for recurrence in the scar was done in 1918. In 
1920, she was seen at the Huntington Hospital with an ex- 
tensive carcinoma en cuirasse in and about the scar. She 
was given x-ray treatment. The disease was thus held in 
check for 7 years, but at the end of that time an ulceration 
developed. At the radiologist’s request, we excised the 
ulcerated area and swung up a pedicle graft from the abdomen. 
Deep down in the excised area a few cancer cells were found. 

We have followed this patient since 1927 and have car- 
ried out the following procedures: in 1928, coagulation of 
a recurrent skin nodule; in 1930, coagulation of recurrent 
skin nodules and wide excision of recurrences, with skin graft; 
in 1931, coagulation of nodules in the pectoralis major and 
ribs; in 1932, three operations for recurrence, with the use 
of pedicle grafts, dissection of the left axilla, with closure by 
flap from the arm, and partial resection of the sternum and 
three ribs, with rotation of the right breast to close the defect; 
in 1933, excision of a skin nodule; in 1934, a right radica 
mastectomy for positive axillary nodes; in 1935, excision of 
a recurrent nodule on the back; in 1936, resection of the 
stomach for gastric ulcer and removal of a gallstone; in 1938, 
excision of a recurrence on the arm; in 1939, the same; in 


1940, excision of a recurrence on the chest wall; and in 1941, 


resection of the second rib. In 1942, a large supraclavicular 
node poms At first this responded well to x-ray treat- 
ment, but it has persisted and is now beyond further treat- 


ment. 


Comment. This patient is now 72 years old. She had the 
wrong operation at first, when she could have been cured. 
Since 1920, when her case appeared hopeless, she has had 
twelve major operations and ten minor ones. Between 
operations she has lived a useful life. She has been grateful 
for the relief given from each operation and has felt that - 
life was wholly worth while.* 


Case 18. E. P. (M.G. H.), a 48-year-old, married woman, 
was seen in July, 1932, with carcinoma of the right breast, 
for which a radical mastectomy was done. A few months 


*This patient died on July 20, 1945. 
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later she developed enlarged supraclavicular nodes on the 
same side and received x-ray treatment, followed by complete 
disappearance of the nodes. 

In January, 1935, a lump developed in the right breast. 
This was thought to be cystic disease, but it was explored, 
carcinoma was found in association with cystic disease, and 
a radical mastectomy was carried out. 

In December, 1936, the patient entered the hospital com- 

laining of vomiting for 2 weeks. A large mass was palpated 
in the right upper quadrant of the abdomen. X-ray examina- 
tion showed complete obstruction of the second portion of 
the duodenum by an extrinsic mass. At operation metas- 
tatic breast carcinoma was found within the curve of the 
duodenum extending sae the head of the pancreas, involv- 
ing the mesocolon and infiltrating the omentum. An anterior 
gastroenterostomy and an enteroenterostomy were done, 
with complete relief of spuipoms. 

After her recovery, the patient was told what had been 
found and what had been done. She then suggested x-ray 
treatment, on account of its success with the supraclavicular 
nodes, and the X-Ray Department agreed. She was given 

r to the anterior abdomen and 1800r to the back, with 

the following factors: 200 kv., 0.5 mm. copper and 1 mm. 
aluminum filtration, through 15-by-15-cm. fields at 50-cm. 
distance, given at 200r per day. The mass disappeared 
within 2 months and never reappeared. The patient had no 
more symptoms from this metastatic mass, although she lived 
for nearly 6 years after treatment. 

rom 1937 to 1941 pain developed in various parts of the 
spine, which was shown to be riddled with cancer. Small 
amounts of x-ray therapy were given, with prompt and 
complete relief for months at a time. In 1941, severe pain 
developed in the scapula. X-ray examination showed me- 
tastasis, and therapy gave no relief. Later a mass developed 
beneath the scapula; it was fluctuant and was thought to be 
an abscess. This proved to be a large lymph cyst pushing 
the scapula away from the chest. The patient drained large 
amounts of lymph from this time on. Later a mass of nodes 
appeared above the clavicle, and it was assumed that the 
thoracic duct was so involved that the lymph passed poste- 
riorly beneath the scapula. There was no benefit from further 
radiation therapy. 

he arm became badly swollen, but could be relieved as 
long as the lymph could be ve draining. A film of coagu- 
lated lymph tended to block the drainage area. Later, car- 
cinoma developed in the sinus, and the patient died on Sep- 
tember 10, 1942. There was no autopsy. No recurrences 
ever developed in the operated areas. 

Comment. The chief features of this case, the history of 
which covered a period of 10 years, were bilateral mastec- 
tomies, complete relief of obstructing abdominal metastases 
by anterior gastroenterostomy, disappearance of the masses 
for five a as the result of x-ray therapy and the develop- 
ment of a lymph cyst from interference with the normal 
lymph channels by cancer. 


SUMMARY AND CONCLUSIONS 


Early diagnosis and treatment are essential for 
cure in breast cancer. Vague symptoms in the 
breast, deformity and lumps must be investigated. 
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. Three cases of cancer of the breast in girls under 
nineteen are reported. 

The ideal operation, if one is to attempt cure, is 
radical mastectomy, with removal of the entire 
breast, the pectoral muscles and the contents of 
the axilla. The steps in the gradual development 
of this operation are stated. 

Exceptions may be made to performing the 
radical operation in certain cases if one is interested 
in palliation rather than in cure. Sepsis in the 
cancer, old age or poor physical condition may be 
sufficient reason for performing a simple mastectomy. 
Occasionally, but rarely, a five-year cure is obtained 
by this procedure. Several case reports of simple 
mastectomy and the reasons for it are submitted. 

A case of recurrence thirty-four and a half years 
after radical mastectomy is reported. 

Two cases of persistent recurrence of low-grade 
cancer over periods of twenty-four and ten years, 
respectively, are reported in detail. 


483 Beacon Street 
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BOSTON MEDICAL LIBRARY 
Report of the President* 


HE lapse of another year, the third of our par- 
ticipation in World War II, finds the Library 
carrying on its functions under the handicaps which 
embarrass the community as a whole, but hoping 
that when the war shall be won an orderly and suc- 
cessful plan for our continued development and 
growth may be put into effect. The formulation and 
activation of such a plan have engaged the constant 
consideration of your executive officers and trustees. 
More of this anon. 

Our librarian, Dr. Viets, in his report, gives us an 
interesting discussion, which we have learned to ex- 
pect, of the state of our collections, the accessions, 
the circulation and attendance, our relations with 
the New England Journal of Medicine and the 
Journal of Bone and Joint Surgery and other matters 
within his special domain. It is the duty of the 
president to speak of such issues as should be re- 
ported to the fellows of the Corporation, and which 
also ought to be of interest and concern to a wider 
medical public. 

With regret, the deaths of eight fellows and of 
three nonresident fellows are recorded, as follows: 


FELLows: ApMITTED TO 


FELLOWSHIP 
March 31, 1923 


uly 14, 1922 
anuary 11, 


Saul Berman 
William B. Breed- 
William Pearce Coues 


Sidney C. Graves arch 7, 1 
Richard Frothingham O’Neil April 26, 1900 
Edward Peirson Richardson June 1, 1908 


Charles Allen Riley 
John J. Whoriskey 


NONRESIDENT FELLows: 


Mark H. Wentworth 
Mortimer Warren March 16, 1925 
Emil Z. Ossen February 19, 1936 


None of these men could well be spared, but most 
had lived full lives and had made their appointed 
contributions to society. One, however, Dr. Graves, 
was ruthlessly cut down in his early prime, in the 
service of his country. I cannot forebear pointing 
to the loyal support of the Library on the part 
especially of three fellows who, although retired 


October 4, 1910 
August 8, 1914 


November 7, 1917 


from active practice, continued their interest and 


financial help — Dr. Coues, Dr. O’Neil and Dr. 
Richardson, who had held fellowship for forty-eight, 
forty-four and thirty-six years respectively. We are 
led to believe that they thus found pleasure ‘in 
meeting the obligation to support the interests of 
medicine in the broadest sense. 

The regular monthly meetings of the Board of 
Trustees, held October to May inclusive, have been 
well attended, considering the exactions on time and 
strength caused by the war. The presence on the 
board of representatives of the administrations or 


March eo gt the annual meeting of the Boston Medical Library, 


faculties of the three Class A medical schools in ~ 


Boston assured a co-operative spirit in the approach 
to common problems. The members of the execu- 
tive staff, headed by our indefatigable director, 
Mr. James F. Ballard, now in the fifty-third year 
of his service to the Library, have worked loyally 
and so efficiently that, shorthanded though they 
were, it is possible to say that the service has been 
maintained at a prompt and satisfactory level, al- 
though at the expense of a degree of strain and 
fatigue that cannot be maintained much longer 
without relief. The serious illness and final resig- 
nation during the year of Miss Lotta McCrea, so 
familiar a figure in Holmes Hall, is recorded with 
keen regret and an expression of sincere apprecia- 
tion for her services as library assistant over a period 
of twenty-five years. Re-adjustments have been 
effected that made it possible to cover the work for 
the time being. Salaries have been raised in an 
attempt to offset the increased cost of living. 

For details of our financial condition reference 
should be made to the report of the treasurer and 
of the independent auditors. Here it may be briefly 
stated that there was a slight decrease ($225) in the 
dues received and also in the income from invested 
funds ($589); these were more than offset by an in- 
crease of $2478 from rents and maintenance, so - 
that total income shows an increase of $1738 over 
the year before. Unfortunately, however, the total 
expenses increased by $4699, which resulted in a 
deficit for the year of $3049. We received under 
the will of Mrs. Annie H. Farlow, widow of Dr. John 
F. Farlow, former librarian, a generous unrestricted 
bequest of $10,000. This enabled us to discharge 
our bank loan of $5000, incurred to enable us to pay 
for certain necessary alterations in our building last 
year. Grateful acknowledgment is made to the 
Suffolk District Medical Society, which voted to 
continue the payment of a generous sum annually, 
which in former years was normal compensation to 
the Library for services rendered, but which lately 
has been only in part earned, because the society 
has not made the same use of the Library’s facilities. 

A superficial consideration of these figures, which 
show but a small operating deficit at a time when 
the war has played havoc with most civilian enter- 
prises, gives a very wrong impression of the organic 
health of the Library. To the uninitiated it may 
appear to be a thriving institution where one of the 
best collections of medical books and periodicals in 
the United States may be consulted amid con- 
venient, comfortable and tasteful surroundings, 
aided by a competent and courteous staff. Actually 
the trustees and our friends who advise with them 
know that the statement in last year’s report that 
“the Library is in danger of stagnation unless its 
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resources can be materially increased” must be re- 
garded as an understatement.. The Library is stag- 
nating, and the additional income and endowment 
then estimated as necessary should be more than 
doubled to enable us to meet our opportunities for 
service. This is not the place to describe in detail 
the plans that the trustees are trying to realize, 
but a general statement may be made about the 
one that seems to have the most to commend it; 
namely, the Library should continue to be developed 
as a central research library in the field of the medical 
sciences, assuming the burdens and responsibilities 
pertaining to that status and relieving the Class A 
medical schools, hospitals and laboratories of 
Greater Boston or, it is hoped, of a much larger area, 
of the necessity of each assembling more than a first- 
rate working library within its own walls. Thus the 
ever-recurring problem of finding more space for 
these growing accumulations would be solved by 
depositing less used or rarer volumes in the central 
library and borrowing from it the more unusual 
books and periodicals. In return for such service 
the institutions would make appropriate annual 
contributions to the operating income of the Library. 

The trustees and their advisers hope that a quar- 
ter of a million dollars may be given by some far- 
sighted charitable or educational agency for the 
completion and rehabilitation of our physical plant, 
especially our .stacks and periodical and reading 
rooms. They are convinced —and indeed have 
been advised — that such a sum of money cannot 
be obtained unless the Library can raise from its 
fellows, from physicians at large and from public- 
spirited citizens an equal sum, which, properly in- 
vested, would afford a substantial addition to our 
income. Additional income would be obtained 
from the institutional contributions above men- 
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tioned, from an increase in the number of our fel- 
lows and perhaps from higher yearly dues, which 
at the present level of $15 may be compared with 
the $40 dues of the New York Academy of Medicine 
and the $30 dues of the College of Physicians of 
Philadelphia. In other words, the local community, 
especially the doctors, must give evidence that we 
deserve assistance in this project because we are 
determined to help ourselves. Undoubtedly a 
medical library makes little appeal to the average 
layman, whose generous emotions are easily stirred 
by campaigns for the control of certain diseases, 
such as cancer, tuberculosis and infantile paralysis, 
or for the promotion of some special therapeutic 
method, such as physical therapy, or for the sup- 
port of hospitals or of various research problems. 
Nevertheless, it ought not to be difficult to con- 
vince any intelligent layman that the foundation 
and background of all these noble enterprises con- 
sist of the printed records of what has gone before, 
without which records accumulated, stored, classified 
and made easily available every new research and 
study would have to start from scratch! 

The house and the collections of the Boston 
Medical Library are valued at one million dollars, — 
a conservative figure, for many of the files of peri- 
odicals, the historical items and the incunabula 
could scarcely be replaced at any price. Unlike the 
orchid, it cannot live on air and admiration; the 
founders rooted it sturdily in the soil, and on the 
soil it must continue to depend for its support. Let 
those who have enjoyed its privileges remember it 
in their wills; let it be commended to public-spirited 
citizens who both by gift and by bequest have 
shown their willingness to support the institutions 
that make our community so much to be envied. 


Davin CHEEVER, President 


Report of the Librarian* 


HE Library passed through its third full year of 
war without damage by bombs or serious cur- 


tailment of its normal functions. It is gratifying to. 


note that during 1944 our membership actually in- 
creased from 873 to 903, in spite of the fact that of 
the total membership in all classes, 177, or nearly 
20 per cent, were in service with the armed forces 
of the United States. Also, the circulation of books 
and the attendance both increased over the 1943 
figures, thus indicating a healthy return toward the 
normal of prewar usefulness. Within a year or two 
the Library will contain 200,000 volumes and 
135,000 pamphlets, in addition to collections of por- 
traits, medals and other items of medical interest. 
Four hundred and sixty-six periodicals were re- 

*Read in part at the annual meeting of the Boston Medical Library, 


March 6, 1945. Additional materiaY will appees in the author’s reprints 
soe — the Sixty-Ninth Annual Report of the Boston Medical Library (Boston, 


ceived in 1944, lacking, of course, almost all French, 
German and other foreign-language journals. 
We had intimations in 1945 from foreign correspond- 
ences that some journals published in Europe 
during the war were safely stored and would be 
sent to us at a later date. Of American journals, 
we have retained many extra copies for our Euro- 
pean friends. 

The Library, thus, has been reasonably well main- 
tained, and in spite of many members’ being away 
in service or otherwise engaged in war efforts, more 
use of it was made daily than in previous war years. 
This state of affairs is indeed gratifying to the 
librarian, who, unlike some of his fictitious or real 
predecessors, would not mind if all the bookshelves 
were empty and the books under his care were aiding 
scholarship and helping to advance medical 
knowledge. 


. 
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Boox-REVIEW DEPARTMENT 


The Library has continued to review books for 
the New England Journal of Medicine. In 1944, it 
was only possible to review in an extended manner 
seventy-seven books but, in addition, as each book 
was received, a brief notation of its contents was 
published. As usual, the list of the reviewers ap- 
peared in. the indices of the current volumes of the 


the year 1943 and writes: “(His publishing house] 
. . « considers the book reviews in the Journal to be 
of unusually high quality, much above the average 
medical book review. . . . There are far too few 
constructive criticisms of medical books, and the 
Journal, with its careful reviews, performs a real 
service not only to its readers but to its authors.” 
The writer also expresses his thorough approval of 


tbe biting of mad Dogges, 


| Ph 


Ficure 1. Title Page of The Biting of Mad Dogges. ; * 


Journal. In the future, because on at least one oc- unsigned reviews. With this statement the librarian 
casion a competent reviewer was severely criticized is fully in accord. 

by the author of a book, it seems best to the li- 

brarian to preserve the anonymity of reviewers even ACCESSIONS 
further so that disagreeable incidents, of no par- With the special book funds available to the li- 
ticular importance in themselves but nevertheless brarian, purchases were made in 1944 following out 
to be avoided, will not occur in the future. That the well established lines of accession used by the 
the publishers of medical books appreciate the book- Library in the past. Interest in incunabula has 
review service is emphasized by a letter from Mr. been continued, but few are now offered by book- 
T. A. Phillips, of the J. B. Lippincott Company, | sellers that are not already on our bookshelves. We 
printed in the August 10, 1944, issue of the Journal. have expanded our collection of English imprints 
Mr. Phillips comments on the librarian’s report for issued before 1640 and have continued to grow in 
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other departments. A few books of particular in- 
terest are worthy of special notice. 
Incunabula 


Only one incunabulum was acquired during the 
year. This, a German broadside, Almanach auf das 


Hola Gallicaaggrega’ 


toris Lugdunéfis domuni Symphoriant Clxipértj omnubus. 
famutaté affchanbus veilis & neceffaria.Q ugin fe pre. 
tes, atq; fentétias memoratu dignas,ex Hip 
is, Mahabatis, Ifaac, Autcenae, multortigy aliotis clarorum: 


:De Medici: 


Ficure 2. Title Page of Rosa Gallica. 


Jahr 1481, adds another Aderlass calendar to the 
fifteen broadside almanacs already in the Library. 
The following years are now represented: 1470, 
1472, 1476, 1477, 1478, 1481-2, 1484, 1485, 1487, 
1492, 1494, 1496 and 1499. Most of the almanacs, 
either broadsides or broadsheets, are bleeding calen- 
dars, but some also indicate favorable times for 
purging. In addition, one manuscript and five in- 
cunabula volumes contain calendars or almanacs. 


English Imprints Issued Before 1640 


To our small but growing collection of books 
printed in England before 1640, thirteen volumes 
were added in 1944. Of particular interest is a copy 
of the first edition of The Method of Physicke, by 
Philip Barrough, issued in London in 1583. There 
are only two other known copies of this edition. 
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The book, on the causes and signs of disease, as well 
as the remedies used in treatment, was a popular 
sixteenth-century text and is known in eight or more 
editions. Barrough (or Barrow) studied medicine 
in Cambridge and later practiced in London. 

Of great rarity is the first edition of The Whole 
Course of Chirurgerie by Peter Lowe, published in 
London in 1597. Lowe, an army surgeon of wide ex- 
perience, had studied surgery in Paris. After a long 
career in France he returned to his native Glasgow, 
where he founded the Faculty of Physicians and 
Surgeons in 1599. His book The Spanish Sicknes 
(1596) was followed the next year by his Chirurgerie, 
the outcome of his experiences in France. Lowe 


Awd 


GVLIELe 
ROVILIVM, 


Ficure 3. Title Page of Syruporum universa ratio. 


describes amputation of the leg, the reduction of 
hernia and the use of the truss. Particularly note- 
worthy are the clear illustrations. Finlayson wrote 
a fine biography of Lowe, and D’Arcy Power dis- 
cussed the Chirurgerie in one of the 1927-1928 issues 
of the British Journal of Surgery. 

A third volume is by an almost unknown doctor, 
Thomas Spackman. 4 Declaration of Such Greivous 


Em Wie eft uera purgendimethodus, 
Nits se Concoda medicari, Mis 
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Incidents as Commonly Follow the Biting of Mad 
Dogges together with the Cure Thereof was published 
in London in 1613. The literature of dog bites and 
hydrophobia was quite thoroughly reviewed by 
Spackman, who, in spite of thirty years of practice, 
saw few cases. He urges a more careful study of the 
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Sixteenth-Century Books 


Among the books printed in the sixteenth cen- 
tury, other than the English imprints separately 
noticed, four have more than passing importance. 

Two are books by, or attributed to, Symphorien 
Champier, an active personality and practitioner 


 Hontbus:tn 
Ytrivigs ferus comobitas 
_ tether canonibus medidnalibus, 

ABQartino Stainpeis 


Aecdicine Doctore 
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Ficure 4. Title Page of Antidotale Preservatioris. 


subject by physicians and suggests the use of scari- 
fication, cupping and cauterization of wounds. He 
describes in some detail the symptoms of hydro- 
phobia. The book is dedicated to Sir Robert Wroth, a 
well known English sportsman of the time, and con- 
tains sound arguments for prevention. The title page 
gives a striking illustration of a rabid dog (Fig. 1). 


of medicine in Lyons. Rosa Gallica (Fig. 2) was 
printed at Paris by Jodoens Badio, known as Ascen- 
sian, and is No. 90 in the check-list of the writings 
of Symphorien Champier by Ballard and Pijoan.! 
The Library has also acquired another edition of 
Practica Nova in Medicina, published in Venice in 
1522, this being the third printing of the book owned 
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by the Library. In Ballard and Pijoan’s check-list 
it is No. 82. 

A third addition, Syruporum universa ratio (Lyons, 
1547) (Fig. 3), written by the ill-fated Michael 
Servetus, — or Villanovano, as he then thought best 
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library, particularly one not usually listed. It was 
Champier, incidentally, who made a home for 
Servetus in Lyons and caused him to study medicine. 

The fourth book of note is Antidotale preser- 
vatioris, by Martino Stainpeis (Fig. 4), issued in 


he 


*ORDENANZAS 
6 


ROP ONEN. 


‘Gel Hospicio general para los Po= 
bres Mendigos, Mugeres de mala 
vida, Nifos Expesitos,y Hues 
_ Ciudad de. Manila 


CA PITAL 
_DE LAS ISLAS PHILIPINAS | 


4 x 


Ficure 5. Title Page of the Ordenanzas 6 instrucciones . 


Hospicio General . . . Manila 


Contained in Remedio Politico. 


to call himself, — is a criticism of Galen’s general 
theory of syrups. The book was originally published 
in Paris in 1537, and was popular enough to be re- 
printed at Venice in 1545, as well as in Lyons in 
1546 and 1547. Since all issues of this book are 
scarce, any edition is a welcome addition to a medical 


Vienna in 1510. It was printed by Johannes Sin- 
grenius. This is an early sixteenth-century plague 
tract by a little known author. 

Varia 


Of timely interest are the early Philippine im- 
prints, particularly in view of the destruction by the 


4 
4 
4 


526 


Japanese of the central scientific library of the 
Philippine Government in Manila. The library, one 
of the largest and most carefully selected accumula- 
tions of scientific books in Asia and Malaysia, was, 
according to the April 20, 1945, issue of Science, a 
remarkable assemblage of basic literature. The loss 
is an irreplaceable one. 

The Library has acquired an account of the 
political and civil state of the Philippines in 1779, 
by Manuel del Castillo (Fig. 5), containing the or- 
dinances and rules of the Government General 
Hospital at Manila, when under Spanish rule. It 
was printed at Sampaloc, a district of Manila. 

Occasionally there drops on the librarian’s desk a 
heart-warming book, often a by-product of medicine. 
Such delightful creations temper the load of text- 
books and monographs and not only illustrate how 
versatile are our fellow doctors, but also show their 
fundamental interest in “the spirit in which the 
gift is rich,” be it of gold or myrrh. McNair Wilson’s 
British Medicine? may indeed seem at first to be a 
slight contribution to medical history; yet this brief 
text re-emphasizes our great debt to British medicine 
in an informative and pleasing manner, with superb 
illustrations, many of them in color. Not a few of 
the portraits are relatively unfamiliar to American 
physicians, such as the striking Orpen painting of 
Sir Clifford Allbutt, Osler’s “brother Regius” at 
Cambridge, now in the Fitzwilliam Museum. 

Pleasing, too, is the reprint by the Merrymount 
Press, made at the instigation of Dr. Joseph H. 
Pratt, of Osler’s well known paper of nearly four 
decades ago entitled Vienna after Thirty-four Years.® 
It isin this paper that Osler recalls, as fellow stu- 
dents in 1874, Fred Shattuck, E. H. Bradford, E. G. 
Cutler and G. K. Sabine, of Boston. One only wishes 
that Pratt, who was with Osler at the time, had 
added his reminiscences to those of his distinguished 
teacher. 

To these may be added the first printing of a travel 
diary by Harvey Cushing,‘ issued under the editor- 
ship of Dr. John F. Fulton, who is preparing a 
biography of Dr. Cushing. As was his custom, 
Cushing kept a diary of a brief holiday trip, in 
1900, to Le-Puy-en-Velay, in southern France. His 
pocket sketchbook contained not only the diary 
notes but sketches, some of them colored, of what 
he observed and thought worthy of recording. The 
drawings show great delicacy of line and color. The 
medical world welcomes this glimpse into a little 
known aspect of a great surgeon’s life. 

One other book, entirely different from those al- 
ready mentioned, is worthy of a place here. Dr. 
A. J. Cronin’s The Green Years® gives a penetrating 
analysis of a boy’s struggle during his formative 
years in a small Scottish town. The boy, born in 
Ireland, finds life none too easy as a Catholic in-a 
hidebound Protestant community, intolerant to an 
almost unbelievable degree. There is little of medi- 
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cine in the story but much of rich human nature, 
as could only be observed and retold by a doctor. 
Our collection of travel books by doctors was 
enriched by the addition of Epitome trium terrae - 
partium, Asiae, Africae et Europae (Zurich, 1533) by 
Joachim Vadianus, Medicinisch-chirurgische Beo- 
bachtungen auf seinen Reisen durch England und 
Frankreich, besonders tiber die Spitaler (Vienna, © 
1783) by Johann N. Hunczovsky and Travels in 
the Morea, Albania, and Other Parts of the Ottoman 
Empire (London, 1813) by F. C. Poqueville. Vadi- 
anus (1484-1551), born Joachim von Watt, in St. 
Gallen, Switzerland, rs dean of the Univer- 


sity of Vienna and later practiced in Zurich. Hunc- 
zovsky, a Czech, born in 1752, visited hospitals in 
England and France in 1776-1777 and wrote about 
the Hunters, Pott and Lind in England and David, 
Fournier and others in France. He later became 
professor of medicine in Vienna. Poqueville, a 
French doctor, was held by the Turks in Greece for 
three years during the Napoleonic War. He was 
allowed to travel, and noted much of interest about 
the country and its people, medical customs and 
practice. At a time when travel books were widely 
read in England, the book was well translated from 
the French and published in a large quarto, similar 
to many works by English physicians of the time. 

Certain books and journals of unusual interest 
have received editorial comment in the New England 
Journal of Medicine: Obendorf’s The Psychiatric 
Novels of Oliver Wendell Holmes, Cushing’s 4 Bito- 
Bibliography of Andreas Vesalius, Wood’s The Art 
of Falconry ... of Frederick II of Hohenstaufen 
and the new Journal of Neurosurgery. 


Art Anatomy 


The Library has enlarged its collection of books 
on art anatomy, and nine volumes in this class were 
added in 1944. A useful accession was Les quarte 
liores . . . de la proportion des parties et pourtratcts 
des corps humains, by Albrecht Direr, published 
in Arnheim in 1614. Direr’s famous book Human 
Proportions, first published at Nuremberg in 1528, 
was issued in many editions and languages in the 
sixteenth and seventeenth centuries. In addition 
to this late French translation the Library has copies 
of the first edition, in German (Nuremberg, 1528), 
the first Latin edition (Nuremberg, 1532), the first 
edition in French (Paris, 1557) and the first Italian 
edition (Venice, 1591). 

Direr’s plates were frequently copied by almost 
every writer on the subject after 1528. No exception 
was Richard Haydocke, a young student at Oxford 
at the close of the sixteenth century. Traveling on 
the Continent as a young man, he became interested 
in art, anatomy and engraving. The work of 
Giovanni Paoli Lomazzo, a Milan painter, attracted 
his attention, and on returning home he translated 
Lomazzo’s book into English. He dedicated the 
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work to Thomas Bodley and had it published in 
Oxford in 1598, under the title 4 Tracte Containing 
the Artes of Curious Paintinge Carvinge and Buildinge, 
Written First in Italian by Jo. Paul Lomatius, 
Painter of Milan, and Englished by R. H., Student 
in Physik. In the book are the Direr plates, but 
of even greater interest is the engraved title page 
giving a portrait of Haydocke in his ruff and gown, 
as a “student of physik.” At Oxford he was much 
influenced by John Case, the physician and writer 
on Aristotle. He received his medical degree in 
1601 and later in life practiced in Salisbury. 


Manuscripts 


Reflecting the practice of medicine in this country 
about 1800 is a large series of letters to and from 
Dr. Levi Bartlett, of Kingston, New Hampshire, 
written between 1787 and 1806. Of particular in- 
terest to Massachusetts are the records of meet- 
ings of the Suffolk Medical Society, including a list 
of members. The Society first met in Dedham on 
November 7, 1785, having been projected at a pre- 
liminary meeting in Walpole on September 5 of that 
year. The records acquired by the Library cover the 


Membership was confined to physicians practicing 
in fifteen towns south of Boston. Dr. Cotton Tufts, 
of Weymouth, also one of the most active of the 
group founding the Massachusetts Medical Society 
a few years earlier, was elected the first president. 
During 1944 the following publications appeared 
under the authorship of officials of the library. 


PUBLICATIONS 


A Catalogue of the Medieval and Renaissance Manuscripts 
in the Boston Medical Library. Compiled by James F. 
Ballard. 246 pp. Boston: privately printed, 1944. 


period from the beginning through May 4, 1789. 
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Viets, H. R. Report of the librarian, Boston Medical Li- 
brary. New Eng. J. Med. 230:760-765, 1944. 

Cheever, D. Report of the president, Boston Medical 
Library. New Eng. J. Med. 331:320, 1944, 

wh Boe Annual Report of the Boston Medical Library. 
32 pp. Boston: privately printed, 1944. 

Viets, H. R. An Introduction to a Catalogue of the Medieval 
and Renaissance Manuscripts and Incunabula in the 
Boston Medical Library. Reprinted and revised. 14 pp. 
Boston: privately printed, 1944. 

Viets, H. R. Medical education: old purposes and new 
methods. Rhode Island M. J. 27:511-514 and 553, 1944. 

The Boston Medical Library Medical Classification. Part 
One — Schedules. Compiled by James F. Ballard. Third 
edition, revised. 46 pp. Boston: privately printed, 1944. 

Ballard, J. F. Medical books of 1943. Bull. M. Library A, 
32:391-395, 1944. 


* * * 


The Library has continued to enjoy its cordial 
relations with the New England Journal of Medicine 
and the Journal of Bone and Joint Surgery, both 
occupying quarters in the Library building. 

During the year, the director and the librarian 
were made honorary consultants of the Army Medi- 
cal Library, Washington, D. C., and the librarian 
served on the Executive Committee. The librarian 
attended the fiftieth anniversary of the founding of 
the Cleveland Medical Library on November 27, 
1944. 


Henry R. Viets, Librarian 
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LIVER ABSCESS, PNEUMONIA AND EMPYEMA DUE TO FRIEDLANDER’S BACILLUS IN 
DIABETES MELLITUS* 


A Report of Two.Cases, with Recovery in One 


E. Paut Sueriwan, M.D.t 


BOSTON 


EW cases of liver abscess due to Friedlander’s 
SL bacillus (Bacterium friedlanderi, Klebsiella pnzu- 
moniae) are to be found in the medical literature. 
Boettiger et al.,! in a review of articles in English, 
German and French literature since the beginning 
of the century, found only 25 such cases; they re- 
ported 2 cases, with autopsy findings. Rothenberg 
and Linder? had 2 cases of solitary liver abscess due 
to Friedlander’s bacillus, with recovery. Eliason® 
describes a case of a solitary liver abscess due to the 
same organism, with recovery. The following 2 cases 
are reported as the only ones known among more 
than 20,000 diabetic patients treated at the George 
F. Baker Clinic. 


Case REportTs 


Case l. A. B. (No. 19163), a 65-year-old man, entered the 
hospital on April 8, 1940, complaining of marked weakness 
for 6 months and drowsiness for 3 days. Diabetes mellitus 
had been discovered in 1933, but the patient had refused in- 
sulin and dietary control in spite of continued loss of weight, 
polyuria and polydipsia. 

n admission the temperature was normal, the pulse 108, 
the blood pressure 90/60, and the respirations 20. There was 
emphysema of both lungs, but there were no rales or areas 
of dullness. The liver edge was palpable 6 cm. below the 
right costal margin and was tender. The blood-sugar level 
was 120 mg. per 100 cc., and the urine contained 3 per cent 
sugar. Forty units of regular insulin was given 4 hours before 
admission, which probably accounted for the normal blood- 
sugar value. The white-cell count was 37,500, with 93 per 
cent neutrophils. 

Twenty-four hours after admission the patient had a severe 
chill and the temperature rose to 102°F. X-ray examination 
of the chest revealed several areas in the left lung suggestive 
of an inflammatory process. The patient was seen by an 
ophthalmologist because of blurred vision, and a diagnosis of 
metastatic choroiditis was made. A blood culture was taken, 
and Friedlander’s bacillus was identified 48 hours later. The 
spinal-fluid smear and culture were likewise positive for the 
organism. Intravenous sodium sulfapyridine and a whole- 
blood transfusion were given, with little or no improvement 
clinically. On the 8th day, however, the blood and spinal- 
fluid cultures were sterile. ‘The following day anti-Friedlander- 
bacillus (Type A) serum (Lederle) was given, and the patient 
appeared to be improved. On the 17th day, incision and drain- 
age of an abscess of the left lung were performed, and a culture 
from the abscess showed the Friedlander organism. There 
was no improvement, and the patient expired 21 days after 
admission. 

Autopsy. Post-mortem examination revealed a single ab- 
scess of the left lung, which had been drained, and a small 
area of recent pneumonia. The right lung was clear. The 
liver contained multiple abscesses, and there was a single ab- 
scess in each kidney. Cultures from all the abscesses yielded 
Friedlander bacilli. The brain showed an encapsulated menin- 
gitis, but a culture from the cisternal fluid was sterile. 


Case 2. C.D. (No. 24933), a 56-year-old, Jewish man en- 
tered the hospital on April 22, 1944, complaining of chills, fever 
and loss of weight. Diabetes mellitus had been discovered in 


*From the George F. Baker Clinic, New England Deaconess Hospital. 


tFormerly, fellow, George F. Baker Clinic, New England Deaconess 
Hospital. . 


1928, but the patient had never taken insulin or followed a 
diet. During the previous 4 months he had a “‘cold,” and 
during the 2 weeks prior to admission he had experienced 
— chills, fever and pain in the lower right side of the 
chest. 

On admission the temperature was 103°F. (rectal), the 
ulse 100, the blood pressure 120/80, and the respirations 28. 
he important findings were limited expansion of the chest 

on the right side, dullness to percussion over the right lower 
lobe and rales heard over the middle lobe and in the axillas. 
The liver edge was felt three fingerbreadths below the costal 
margin, and there was tenderness in the right upper quadrant 
of the abdomen. The spleen was palpable 1 fingerbreadth 
below the costal margin. The red-cell count was 3,570,000, 
and the white-cell count 14,200, with 83 per cent neutrophils. 
A blood Hinton reaction was negative, and the blood-sugar 
level was 312 mg. per 100 cc. The urine contained 3.8 per cent 
sugar. X-ray examination of the chest revealed obliteration 
of the right costovertebral angle. A flat plate of the abdomen 
was negative. Stool examinations were negative for amebas. 
With the aid of a transfusions, careful control of 
the diabetes and a high-carbohydrate intake, the patient was 
prepared for operation. During that time various liver- 
function tests were performed. The bromsulfalein test re- 


Ficure 1. Roentgenogram taken on May 22, 1944. 


vealed 53 per cent dye retention. The prothrombin time was 
81 per cent. The serum protein was 6.1 gm. per 100 cc., with 
an albumin of 3.1 gm. and a globulin of 3.6 gm. X-ray exami- 
nation of the upper gastrointestinal tract and intravenous 
pyelograms were essentially negative. 

The patient continued to run an extremely septic type of 
temperature, with recurring chills, and the tenderness in 
the right upper quadrant of the abdomen became well local- 
ized. On the 24th day, an exploratory operation was per- 
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formed and 5 cc. of purulent material was aspirated from 
a solitary liver abscess, in which a drain was placed. Bac- 
teriologic examination of the fluid showed a gram-negative 
rod with a capsule, and on culture this proved to be a Fried- 
lander’s bacillus. The fluid removed from the right pleural 
cavity and the sputum likewise contained this organism. Six 
blood cultures were taken, and all were sterile. Penicillin, 
100,000 units daily, was begun 4 hours after operation and 


Ficure 2. Roentgenogram taken on September 21, 1944. 


was continued for 7 days, with no apparent effect. Then, 
sulfadiazine, 6 gm. daily, was started, and within 60 hours 
there was marked improvement, as evidenced by a normal 
temperature and the patient’s general appearance. During 
that time the chest findings had progressed so that there was 
involvement of both lungs. Figures 1 and 2 show the x-ray 
films of the chest taken at various stages. During the course 
- - disease, the patient received nine transfusions of whole 
ood. 

The patient began to gain weight, was allowed up, and 
was discharged 63 days after admission. He required 12 units 
of protamine-zinc insulin and was placed on a diet of 182 gm. 
of carbohydrate, 89 gm. of protein and 105 gm. of fat. 


The debilitated condition of these patients was 
due in part to the fact that their diabetes had been 
uncontrolled for many years. Such patients should 
be susceptible to the Friedlander organism, and it 
is surprising that this type of pneumonia is not en- 
countered more frequently than it is in diabetic 
patients. The latter fact again illustrates the highly 
specific character of the reaction between uncon- 
trolled diabetes and bacterial infection. Thus, the 
diabetic patient has low resistance to the tubercle 
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bacillus and pyogenic organisms, especially Staphylo- 
coccus aureus, but no unusual incidence of pneu- 
monia, meningitis or syphilis is encountered among 
these patients. 

The history of cough and the pulmonary changes 
suggest the respiratory tract as the portal of entry. 
In both cases, however, the pulmonary manifesta- 
tions became most pronounced after there had been 
extension to some other organ. In Case 1, the 
meningitis was succeeded by an increase in the pul- 
monary findings and a gradual progression to abscess 
formation, and in Case 2, both lungs became in- 
volved after the development of the liver abscess. 

The above cases present the usual findings of liver 
abscess — chills, fever and an enlarged, tender liver. 
In the recovered case such symptoms were marked 
throughout the preoperative course. There were 
few chills after the operation, but the fever did not 
subside until after sulfadiazine was begun. 

The management of diabetes in such cases is ac- 
complished by adequate doses of protamine-zinc 
insulin and crystalline insulin to utilize a high- 
carbohydrate diet. On the days when the carbo- 
hydrate intake was less than 100 to 125 gm. by 
mouth, glucose was given intravenously and addi- 
tional insulin was administered to ensure its utiliza- 
tion. The repeated use of whole-blood transfusions 
is advised, since marked reduction of the red-cell 
count occurs with this infection. The recovered pa- 
tient received nine transfusions during his entire 
course. The use of sulfadiazine in such doses as will 
maintain a blood level of 8 to 11 mg. per 100 cc. is 
recommended. The response to this therapy was 
remarkable in the recovered case, and in Case 1 the 
administration of sulfapyridine resulted in sterile 
cultures of both the blood and the spinal fluid. 


SUMMARY 


Two cases of liver abscess due to Friedlander’s 
bacillus bacteremia and occurring among 20,000 
diabetic patients are reported. 

The use of sulfadiazine, repeated blood trans- 
fusions, surgical drainage and control of the diabetes 
with insulin and diet are advised in the treatment of 
similar cases. 
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THE PATHOGENESIS OF RENAL INSUFFICIENCY (Concluded)* 
Stan.ey E. Braptey, 
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Acute Infections 


Renal blood flow increases strikingly during fever 
induced by the administration of a foreign protein 
(the so-called “pyrogenic reaction”), apparently as 
the result of efferent arteriolar vasodilatation.“ The 
systemic circuit is likewise profoundly affected.75>-77 
Peripheral vascular resistance decreases, whereas 
the cardiac output increases and maintains the blood 
pressure. This balance, however, may fail, probably 
as a result of a failure of cardiac output to com- 
pensate completely for the reduction of peripheral 
resistance, and circulatory collapse ensues. Studies 
of renal function have never been made in this phase 
of the pyrogenic reaction, and it is not known 
whether renal vasoconstriction follows vasodilata- 
tion. The hyperemic response is not mediated in the 
kidney by reflex nervous activity, since the typical 
renal functional’ pattern appears in the denervated 
organ.’® Moreover, fever per se is not necessary. 
Maintenance of a normal body temperature by anti- 
pyretic drugs does not influence the renal or sys- 
temic hemodynamic response.” 

Fever in the course of acute infections, on the 
other hand, is a manifestation of a highly complex 
situation in which renal and systemic hemodynamic 
alterations are complicated by water and electro- 
lyte losses and by toxemia. The mechanism of shock 
and renal insufficiency appearing under these cir- 
cumstances is obscure. The demonstration that 
marked dehydration and salt loss occur during arti- 
ficial fever’® 8° indicates the possible operation of 
these factors tn addition to the hemodynamic fac- 
tors described above. Menkin*! has shown that cer- 
tain highly toxic substances, produced locally at 
sites of inflammation, may enter the blood stream 
and cause damage in more remote areas. He sug- 
gests that necrosin, an injurious euglobulin frac- 
tion of inflammatory exudate detectable in the 
blood of animals with acute infections, may play 
a role in the production of fever. Since intravenous 
injection of necrosin produces focal areas of damage 
in visceral organs, it may also be involved in the pro- 
duction of renal lesions in fever. Evidence of such 
direct damage may be found in hematuria, cylin- 
druria and proteinuria that appear at the fastigium 
of the fever, associated with the pathologic changes 
of acute focal nonembolic glomerulonephritis or, 
when less severe, with cloudy swelling of tubular 
epithelium. Likewise, damage by toxins may ac- 


*From the Evans Memorial, Massachusetts Memorial Hospitals. and 
the Department of. Medicine,’ Boston University School of Medicine. 


tInstructor in medicine, Boston University School of Medicine: vi 
physician, Evans Memorial, Massachusetts Memorial Hospitals 


ciated with jaundice may have been reported as 


count for the curious lesions found in the adrenal 
cortex in the course of acute febrile illnesses. Rich® 
remarks that these lesions, characterized by focal 
necrosis of the cells of the cords of the zona fasciculata 
with conversion of the cords into hollow tubes as a 
result of fluid exudation, may indicate an adreno- 
cortical basis for circulatory collapse. In addition 
to the dehydration, demineralization, toxemia and 
shock of fever, increased tissue protein catabolism 
may play a role in the pathogenesis of azotemia. 


Hepatorenal Syndrome 


A voluminous literature has appeared in recent 
years regarding the so-called “hepatorenal syn- 
drome.” In the main, two viewpoints have evolved. 
On the one hand, it is claimed®—® that, following 
biliary or hepatic surgery, thyroidectomy or exten- 
sive gastrointestinal operations, a profound de- 
rangement of liver function may result in “liver 
death,” a rapidly fatal condition characterized by 
high fever, coma and, usually, shock. If the course 
is less rapid, renal damage results and death occurs 
in uremia associated with jaundice and other signs 
of hepatic failure—the hepatorenal syndrome. 
The proponents of the opposing view believe that 
“liver death” is a condition sui generis,®*-®* attrib- 
utable in most cases to overwhelming sepsis or to 
some obscure infection such as subphrenic abscess 
rather than to hepatic dysfunction. Both agree that 
the kidneys are damaged by toxins that may be re- 
leased from the damaged liver or that may accumu- 
late in the blood in the absence of the hepatic route 
of removal. Unfortunately, extensive investigation 
has thus far proved impossible since the disorder 
occurs infrequently. Case studies, for the most part, 
are incomplete both regarding pathological studies 
and regarding clinical analyses of cardiovascular, 
renal and hepatic function. ~ 

Renal functional impairment and hepatic dys- 
function may appear simultaneously in many con- 
ditions. These include intoxication by a variety of 
substances (heavy metals, chloroform, cinchophen, 
dioxane, diethylene glycol and carbon tetra- 
chloride),®* septicemia,®* certain specific diseases 
(Weil’s disease and yellow fever), liver trauma,“ 
Waterhouse-Friderichsen syndrome,®® fever ther- 
apy®® and profound disorders of the liver (subacute 
yellow atrophy) and of the kidney (pyelonephritis).* 
Moreover, cases of acute diffuse glomerulonephritis 
or acute interstitial nephritis complicating the course 
of liver disease or that of infectious disease asso- 
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cases of the hepatorenal syndrome. Obviously, 
several factors may be at work in any of these con- 
ditions. A common factor appears to be lacking. 

Peripheral circulatory failure occurs frequently 
but is difficult to assess. Certain experimental work*é 
and clinical experience® ® support the notion that 
hepatic damage may occur in shock. Special factors, 
however, apart from the circulatory changes, may 
be involved. Mirsky and Freis® claim that trypsin 
injected intravenously in animals causes destructive 
lesions in the kidneys and liver, and they suggest 
that the release of similar proteolytic enzymes from 
damaged tissues may be responsible for the lesions 
observed in man. This explanation may indeed ex- 
plain the findings in shock produced in animals by 
introducing minced meat or tissue extracts into 
the peritoneal cavity. The difficulty of establishing 
the hepatic action of such a toxin in shock, however, 
is illustrated by the dispute regarding the hepato- 
toxic effects of burns. Hepatic lesions found in fatal 
cases of burns have been ascribed by many work- 
ers to toxins released at the burned site,®" ® but re- 
cent work has suggested that these hepatic lesions 
are due, in most cases, to tannic acid, which is widely 
used in the treatment of burns.“ Moreover, care- 
ful study of pathologic material from cases of fatal 
burns not treated with tannic acid at the Johns 
Hopkins Hospital and the Duke Hospital failed to 
show hepatic necrosis.®® It is noteworthy, however, 
that in 3 of the 6 fatal cases of “‘traumatic uremia” 
reported by Darmady et al.“ the patients were 
jaundiced at the time of death. 

The most important question that is raised by the 
hepatorenal syndrome is whether liver damage per 
se gives rise to renal functional and structural de- 
rangement. Unfortunately, little experimental work 


has been done in this direction. Animal experi- . 


ments, on the whole, have been poorly controlled 
and are inconclusive because such variables as 
shock, dehydration and fever have not been prop- 
erly excluded. Boyce®® observed combined liver- 
kidney symptomatology in 5 dogs following re- 
lease of biliary obstruction of twelve to fifty-two 
days’ duration, and he found degenerative lesions 
in the livers and kidneys of dogs treated with aqueous 
extracts of the liver of two patients who had died 
in hyperpyrexia and coma (“liver death”) follow- 
ing cholecystectomy. Experimental evidence that 
the liver may be concerned, in association with the 
kidneys, with the regulation of water and electrolyte 
balances has been published,9**8 but this work 
needs extension and confirmation. It is generally 
inferred that the failure of hepatic detoxifying 
mechanisms permits the appearance of nephrotoxic 
agents in the blood, but this opinion, also, lacks ex- 
perimental proof. Finally, there is disagreement 
regarding the effect of jaundice on kidney function. 
In 16 jaundiced patients, Elsom*® found urinary 
signs of renal damage that cleared with disappear- 
ance of the icterus. In infants with long-sustained 
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_and uncomplicated jaundice due to congenital 


atresia of the bile ducts, renal lesions consisting of 
focal exudative changes and tubular casts have been 
observed in the absence of any renal functional im- 
pairment.!°° 

In short, a definitive organization of the data and 
a clear-cut description of events in the hepatorenal 
syndrome cannot yet be formulated. The term ap- 
pears to embrace a large group of diverse entities 
and may be used correctly only in a descriptive 
clinical sense. 


Vomiting 


Vomiting is a cause of dehydration not only be- 
cause gastric secretions are lost but also because 
fluid cannot easily be replaced. When vomiting is 
associated with pyloric obstruction, the loss of the 
hydrochloric acid rapidly produces a relative in- 
crease of base, with alkalosis.2® Ultimately, if in- 
testinal secretion is also lost in the vomitus, or if 
acid production lessens, the loss of base may become 
excessive and acidosis develops.”® Regardless of the 
state of the acid-base balance, however, this process 
of electrolyte and water loss may be complicated by 
nitrogen retention and, finally, by the clinical mani- 
festations of uremia. Brown, Eusterman, Hartman 
and Rowntree!" appear to have first described the 
renal lesions appearing in this state. In 6 of 11 cases 
showing signs of uremia, necropsy revealed evidence 
of nephrosis or acute nephritis. McLetchie!™® has 
recently pointed out the resemblance of the lesion 
to that seen in the crush syndrome. ‘Again it seems 
probable that reduction of the renal blood flow and 
glomerular filtration are responsible,!® although ex- 
tensive studies of renal hemodynamics have not 
been made. Clausen’™ has found that nausea and 
vomiting alone may induce transient reduction of 
the filtration rate, but it is not unlikely that this 
phenomenon is related to the effect of increased 
intra-abdominal pressure!®® during vomiting. 
Herrin!* claims that increased urea production is 
not a factor in causing the azotemia. Consequently 
it seems not unlikely that urea is retained as a re- 
sult of filtration deficiency, and it is possible that 
renal ischemia produces lesions akin to those of 
shock. The question of hypochloremia in the patho- 
genesis of renal functional impairment has been dis- 
cussed above. 


Alkalosis 


Although it seems agreed that the renal changes 
following protracted vomiting are not necessarily 
related to the acid-base balance of the blood, the use 
of alkalies in the treatment of peptic ulcer has di- 
rected the attention of medical men to the syndrome 
of azotemia, hyposthenuria and alkalemia that ap- 
pears occasionally i in the course of alkali therapy. 
Hardt and Rivers!” are generally credited with the 
first detailed description of alkalosis. In their study, 
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some 6 cases were reported in which clinical evi- 


dence of renal damage was apparent. The kidneys . 


of one were found to contain scattered focal glomeru- 
lar lesions. The clinical picture described by Hardt 
and Rivers has since been frequently reported, and 
the concept that alkali therapy is in some manner 
responsible has taken root. Additional necropsy 
findings have been reported, but lack consistency: 
Cooke! described an “acute interstitial nephritis,” 
Oakley,'! focal fatty degeneration of the tubular 
epithelium, and Nicol,"° congestive medullary 
changes with tiny fat granules in the epithelial cells, 
whereas Kirsner et al.” could find no changes 
clearly attributable to alkalosis or prolonged alkali 
therapy. Several cases have been described in which 
renal functional impairment, in terms of hypos- 
thenuria, microscopic hematuria, proteinuria and 
decreased urea clearance persisted for a long period 
following discontinuance of alkali therapy.?% 1% 118 

Nicol"!® was impressed with the fact that renal 
functional alteration and alkalosis in his series were 
uniformly associated with dehydration. Alkalosis 
in the absence of dehydration failed to evoke azo- 
temia, and he concluded that dehydration held a 
fundamental etiologic position in the picture. More- 
over, he and others!™ failed to confirm Cope’s! 
finding that magnesium and other bases were in- 
creased, and he concludes that Cope’s “alkali 
poisoning,” if it occurs at all, is decidedly unusual. 
Addis and his co-workers™® found that such an 
alkali poisoning caused hematuria in rats, but 
Kirsner"¢ failed to detect any renal damage in dogs 
following massive doses of alkali, except occasional 
insignificant calcification. A thorough study of one 
case by McCance and Widdowson!™ revealed marked 
depression of the glomerular filtration rate and dis- 
organization of tubular function. Persistent acidity 
of the urine (despite alkalosis), hyposthenuria and 
various errors of excretion appear to resemble those 
of renal insufficiency in all forms of renal disorder, 
functional or structural. Further studies of the renal 
functional effects of alkali therapy are needed, how- 
ever, to clarify the relative importance of dehydra- 
tion and intrinsic renal damage by alkalosis in the 
production of the clinical syndrome. 

It is particularly important to know definitely 
whether pre-existent or intercurrent renal disease 
is accelerated or stimulated to activity by alkali 
therapy. Victims of renal disease do not tolerate 
alkalies well, rapidly developing alkalosis after rela- 
tively small doses, because the kidneys fail to ex- 
crete base with sufficient rapidity to maintain plasma 
composition."? It is possible that occasionally such 
patients, with unrecognized pre-existent renal 
disease, have been reported as cases of azotemia 
due to alkalosis. Certainly, either direct renal 
damage by alkali or unrecognized, concurrent or 
pre-existent renal disease must be called on to ex- 
plain‘the course of events in certain patients in. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 1, 1945 


whom dehydration appears to have been ruled out 
as a factor. 


Hematemesis 


When vomiting is associated with bleeding into 
the gastrointestinal canal, azotemia almost always 
appears. General agreement regarding the mecha- 
nism of this azotemia has not been reached. Black!® 
and Johnson!® have studied the kidney function in 
man by clearance methods shortly after hematemesis 
and have observed marked depression of the glomeru- 
lar filtration rate. Although they admit that ab- 
sorption of nitrogen from blood digested in the bowel 
and increased urea production by tissue break- 
down may accentuate the nitrogen retention, they 
agree that the impaired renal function appears to 
be secondary to the hypotension resulting from 
blood loss and dehydration. On the other hand, a 
large group of workers, including Stevens, Schiff, 
Lublin and Garber,2® Chunn and Harkins™ and 
Yuile and Hawkins,” have failed to observe any 
significant change in renal function following 
hematemesis. They claim that excess intake of 
nitrogen, derived from digested blood in the gastro- 
intestinal tract, is sufficient to account for the ele- 
vated blood urea concentration. The extent of the 
azotemia appears to be related to the volume of 
blood lost, and there is evidence that similar blood 
levels of urea are attained following the feeding of 
blood to animals. The latter claim is denied by 
Black"® and by Gregory et al. It is probably 
true, however, that renal function is impaired if 
hemorrhage causes any degree of peripheral cir- 
culatory collapse. Hence, it is not at all unlikely 
that the assertions of both groups are well founded 
and that hemodynamic, alimentary and metabolic 
factors contribute in varying degree to the azotemia 


‘after hematemesis. 


Diarrhea 


Water loss in diarrhea results in shock and extra- 
renal uremia as quickly as does water loss through 
any other portal. In this instance, however, acidosis 
is the rule because alkaline intestinal secretions are 
discharged in large volume.”® Rarely, alkalosis may 
develop.™- 25 It is unlikely that acidosis per se 
causes renal dysfunction.*? Dehydration is un- 
doubtedly of prime importance, a fact implicit in 
the recognition, over a period of more than one 
hundred years, that salt and water replacement is 
the treatment of choice.” 


Adrenocortical Insufficiency 


The crisis of Addison’s disease (acute adreno- 
cortical insufficiency) is characterized by the tachy- 
cardia, hypotension, cyanosis and cold clammy ex- 
tremities of peripheral circulatory collapse and, 
like that condition, has been shown to arise from a 
marked reduction in plasma volume."” Evidence of 
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impaired renal function may be prominent. Azo- 
temia and hyposthenuria give evidence of renal 
insufficiency, and a considerable body of experi- 
mental work indicates that renal functional in- 
capacity may figure prominently both as a cause 
and a consequence of the Addisonian crisis.. Renal 
tubular reabsorption of sodium is impaired as a 
result of the absence of adrenocortical secretions, 
and sodium and water are lost in excess in the 
urine.’28 Loeb and his colleagues”? have shown that 
crisis may be precipitated by withdrawing sodium 
from the diet of patients with Addison’s disease. 
Extracellular water is also reduced by a shift of 
fluid into the intracellular spaces in the adjustment 
of osmotic-pressure differences.”® Other renal tubu- 
lar dysfunctions are produced by adrenal insuffi- 
ciency. Potassium excretion is impaired because 
glomerular filtration rate is reduced while tubular 
reabsorption is increased; this raises the potassium 
content of the intracellular and extracellular fluids.!”° 
Diminished ammonia formation, despite the need for 
base conservation, has been cited as a possible cause 
for the sodium deficiency."® It is not clear whether 
water reabsorption is also affected. It has been sug- 
gested that the hypophyseal-hypothalamic mecha- 
nisms may be disturbed as a result of adrenal disease 
and that the salt and water balances may be in- 
fluenced primarily by this factor.8! Evidence of 
pituitary involvement, however, is conflicting, 138 
and no defect of water reabsorption has been noted 
in man.*! It seems likely that azotemia is primarily 
a.result of the reduction in glomerular filtration that 
has been demonstrated under these circumstances,!”8 
which is attributable in part to systemic circulatory 
inadequacy. Restoration of the sodium content of 
the body fluids of adrenalectomized dogs by the 
parenteral administration of hypertonic saline solu- 
tions corrects the impairment of filtration rate and 
urea excretion but does not improve potassium 
excretion and tubular sodium reabsorption.'”8 
Although it is likely that systemic circulatory 
changes play a dominant role in the renal insufh- 
ciency of the Addisonian crisis, persistent renal 
hemodynamic alterations, demonstrable during in- 
tercritical periods, must be based on other as yet 
undefined factors. Talbott et al.*! have found that 


“the glomerular filtration rate and the renal blood 


flow tend to be reduced despite specific hormone 
therapy and in the absence of the usual clinical signs 
of renal insufficiency. Filtration is reduced relatively 
more than blood flow. This abnormality appears 
to be functional, since renal pathology specifically 
attributable to adrenocortical insufficiency has not 
been observed.*! 4% 135 When structural changes are 
found in the kidneys they appear to be secondary to 
other disease processes, such as pyelonephritis, or to 
shock. Talbott suggests that the pathogenesis of 
the renal impairment of Addison’s disease may be 
multiple rather than single. It is regrettable that 
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hematologic studies are not mentioned in this ex- 
cellent study, since anemia can produce in its own 
right an identical renal functional pattern.*® 


Diabetic Coma 


A considerable body of evidence js available that 
azotemia occurs commonly in diabetic coma.™* 387 
The loss of water and base during glucose diuresis 
and the renal excretion of acidic metabolites of 
diabetes lead ultimately to dehydration and coma. 
In this situation the retention of urea and other ni- 
trogenous products on the basis of reduced glomerular 
filtration rate is to be expected. There is, however, 
much evidence that renal function may be perverted 
during convalescence even when coma has been 
satisfactorily treated.“7 These abnormalities of 
function include a reduction of glucose excretion — 
and decreased inulin, creatinine and urea clear- 
ances.¥8§ Marked sodium loss occurs despite an 
intact ammonia-producing mechanism. Following 
a study of this condition, McCance and Lawrence®? 
state that dehydration, hypotension or urea over- 
production could not be solely responsible in many 
of their cases. Blood volume was not measured, 
however, and the possibility that underlying specific 
renal pathology might have been responsible was 
not recognized. 

The following year, Kimmelstiel and Wilson™® 
described a renal lesion — intercapillary glomerulo- 
sclerosis — apparently typical of diabetes mellitus. 
This lesion, consisting of collections of a dense 
hyaline material in the glomeruli between capillary 
loops, has been found in the kidneys of from 44 to 
64 per cent of diabetic patients, according to recent 
studies.4% Specificity is claimed, but this point 
remains disputed.“? Such a glomerular lesion prob- 
ably interferes with filtration and, in association 
with protein loss through the damaged capillary 
walls, leads ultimately to the simultaneous appear- 
ance of the nephrotic syndrome and uremia. Earlier 
in the disease process it may well account for the 
signs of renal damage, apart from coma, described 
by McCance and Lawrence? and others." 


Congestive Heart Failure 


All the disorders thus far discussed have in com- 
mon, at some time or other in their course, a reduc- 
tion in the effective circulating plasma volume. It 
is difficult to evoke a similar mechanism to explain 
the renal insufficiency of congestive heart failure, 
which is manifested in proteinuria, cylindruria, micro- 
scopic hematuria and azotemia. The urinary specific 
gravity is usually high, although hyposthenuria 
may occur.% 44 Ags in Addison’s disease and in 
diabetes mellitus, there are two phases to be con- 
sidered — an acute stage in which decompensation 
first occurs and the phase of chronic decompensa- 
tion. 
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In the first phase, it is generally held that so- 
called “‘backward failure” of the heart results in an 
increased venous pressure,'* 4 which upsets the 
balance of forces across the capillaries throughout 
the body. The expansion of the volume of inter- 
stitial fluid or edema that follows must occur at the 
expense of the circulating plasma volume. In this 
situation, a state similar to dehydration might 
produce an apparent renal functional impairment 
as a result of the renal response to hemoconcen- 
tration. Highly concentrated urine would be formed, 
with the retention of water, salt and nitrogen until 
the plasma volume had returned to a more nearly 
normal value. This process might be expected to 
continue until the forces operating across the capil- 
lary wall were adjusted by an increase in tissue ten- 
sion. Unfortunately, the physiology of acute con- 
gestive heart failure has not been fully studied, and 
experimental evidence for this concept is not com- 
plete. 

In chronic or slowly developing decompensation, 
the fact that plasma volume is increased,“ ™ to- 
gether with evidence of renal retention of salt and 


water on some basis other than hemoconcentration, 


has focused attention on the possibility that renal 
dysfunction may be present in this state and opera- 
tive, perhaps, throughout the entire course of the 
disorder.“ 46 Jt has been suggested that the in- 
creased venous pressure in heart failure may be 
caused by an expansion in plasma volume secondary 
to renal retention of salt and water.“¢ 

The cause of the renal functional impairment in 
cardiac decompensation is obscure. There is evi- 
dence that renal circulatory changes occur. Sey- 
mour and his associates“? claim, on the basis of 
clearance studies in man, that reral blood flow is 
reduced, probably in part by active renal vaso- 
constriction. It seems unlikely that a reduction in 
cardiac output is a contributing cause of renal 
ischemia, since McMichael and Sharpey-Schafer,™® 
in a careful study, failed to find a consistent direc- 
tional change in the output of the heart. Increased 
venous pressure may be a cause of the decreased 
blood flow, as it is in the extremities.“® The renal 
blood flow seems to be reduced more than the 
glomerular filtration rate,“7 a functional pattern 
identical with that of essential hypertension.'®° It 
is difficult to see how this hemodynamic pattern can 
be held accountable for water retention, since even 
more profound changes may occur in the course of 
hypertension without the development of edema. 
The reduction in glomerular filtration rate is not 
usually striking.“”? Consequently, it seems unlikely 
that glomerulotubular imbalance such that filtrate 
formation decreases relative to the tubular capacity 
for water and salt reabsorption is responsible for 
retention, as it may be in acute diffuse glomerulo- 
nephritis.!° This possibility, however, has not been 
fully investigated. Since failure is often super- 
Imposed on what appear to be otherwise normal 
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kidneys, filtration reduction — such as it is — may 
be ample to bring this mechanism into play. Fish- 


berg™ emphasizes the degree of renal congestion. 
that occurs in decompensation, and it is possible, 


that venous congestion with resulting increase in 
intrarenal pressure is implicated in the reduction of 
blood flow and filtration. Increased renal venous 
pressure, intrarenal tissue tension’! and _ intra- 
abdominal pressure! are known to produce in- 
creased concentration of the urine regardless of the 
state of hydration. It may be that similar factors 
are at work in heart failure and that renal dys- 
function is a result rather than a cause of increased 
venous pressure. | 
Ne 


It is obvious that renal insufficiency in any single 
patient is compounded of many diverse elements. 
Careful analysis is imperative in each case, since 
many types of renal failure are reversible and ame- 
nabletotreatment. These are perhaps best illustrated 
by the renal insufficiencies of urologic practice. In 
these conditions, kidney damage and renal func- 
tional impairment secondary to urinary-tract ob- 
struction frequently coexist. Surgical correction of 


obstruction may be lifesaving despite the presence 


of a profound uremia.’ It is equally true that extra- 
renal factors that can be corrected may be at work 
in many cases of uremia resulting primarily from 
intrinsic renal disease. Treatment of dehydration, 
congestive heart failure and the like may result in 
striking clinical improvement without a parallel im- 
provement in the basic renal pathology. Every case 
of uremia deserves close attention and vigorous 
treatment, since “watchful procrastination” may be 
fatal. 


65 East Newton Street 
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CASE 31441 
PRESENTATION OF CASE 


First admission. A thirty-one-year-old woman 
entered the hospital complaining of intermittent 
sharp pain low in the back and abdomen. 

Three and a half months before admission the 
patient was exposed to extremely cold weather 
during a menstrual period. A few hours later she 
noticed that the flow had ceased. She had chills 
and became very weak. These symptoms con- 
tinued during the night, and when she arose the 
next morning she noticed fecal incontinence. A day 
later she had cramping pain low in the abdomen but 
there was no vaginal bleeding, nausea or vomiting. 
Her local physician prescribed an ice bag and sulfa- 
thiazole. In about a week she felt well enough to 


get up. Within a few days, however, the low ab- — 


dominal pain again appeared. After this initial 
attack, similar pain recurred with increased fre- 
quency. Her menses had begun at the age of twelve; 
they occurred regularly every twenty-eight days, 
with a six-day flow of normal amount. Since their 
onset, she had always had pain in the right lower 
abdomen just prior to flow. Her periods became 
somewhat more frequent following the onset of 
her illness, and the recently originating abdominal 
pain often came on just as the flow ceased. At first 
the pain was severer on the right than on the left, 
but later it shifted to the left side, radiating down 
the groin to the external genitalia. She lost 20 
pounds and became weak. One month before ad- 
mission her physician drained a mass in the left 
lower quadrant through the vagina, obtaining clear 
fluid and mucus. A mass was also found in.the 
right lower quadrant, but nothing was done about 
it. At about that time, for a short period, she noticed 
a severe pain in the sacrum. During the three days 
before admission this pain recurred, and she had 
urgency and frequency of urination. Nocturia had 
been present for several years. 

Since the birth of her only child, six years before 
admission, she had had a yellow mucoid discharge. 
Two years before admission she had “pleurisy,” 
with severe chest pain on inspiration, which sub- 
sided in three days. She did not get along well with 
her husband and had indulged in extramarital 
sexual relations. 


*On leave of absence. 
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Physical examination revealed a well developed, 
well nourished young woman in acute distress. The 
breasts were normal. The tonsils were large and 


infected. The lungs were clear. The heart was of” 


normal size. An apical systolic murmur was heard. 
The spleen and liver were not palpable. In the right 
lower quadrant of the abdomen was a large, tender, 
firm, smooth, oval-shaped mass extending to the 
midline. On pelvic examination, the cervix showed 
a transverse laceration, with a white discharge exud- 
ing from the external os. Both right and left vaults 
were filled with a firm mass. 

The temperature was 101°F., the pulse 100, and 
the respirations 20. The blood pressure was 120 
systolic, 75 diastolic. 

Examination of the blood showed a white-cell 
count of 16,800. The urine was normal. A smear 
of the cervical discharge was negative for gonococci. 
A chest plate showed no evidence of active lung 
disease. 

Three days after admission vaginal bleeding 
began. Penicillin (96,000 units) was given intra- 
muscularly daily for twelve days, and her condition 
improved. She was discharged on the nineteenth 
hospital day. 

Second admission (four months later). After dis- 
charge the patient was followed in the Out Patient 
Department. She had no complaints except for 
frequency of urination and a sensation of pressure 
on the bladder and rectum. An intravenous pyelo- 
gram showed normal bones and joints of the lumbar 
spine and pelvis. The psoas shadows were sym- 
metrical. A large soft-tissue mass occupied the 
pelvis and extended to the upper margin of the 
sacrum. The liver and spleen were not remarkable. 
The kidneys appeared somewhat larger than usual 
but were normal in position. The intravenous dye 
was delayed in appearance and poor in concen- 
tration, outlining dilated calyxes, pelves and ureters 
bilaterally. The dye was better concentrated on the 
left than on the right. The flattened bladder was 
barely visible at the base of the pelvic mass. Re- 
peated vaginal smears for malignant cells were nega- 
tive. One month before admission the patient had a 
menstrual period at her regular time. The flow was _ 
normal, and there was not much pain. A week after 
cessation of flow, which had lasted for eight days, 
slight vaginal bleeding was noted, which continued 
until readmission. There had been no weight loss. 

Physical examination revealed the patient to be 
well developed and well nourished and in no dis- 
comfort. The heart and lungs were normal except 
for an apical systolic murmur. Pelvic examination 
revealed a normal cervix. The uterus was displaced 
forward. A large mass occupied both sides of the 
pelvis. On the right, the mass was cystic, and on 
the left, fixed and immovable. 

The temperature was 98.6°F., the pulse 80, and 
the respirations 20. The blood pressure was 130 
systolic, 90 diastolic. 
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The urine was normal. The white-cell count was 
16,400, with 75 per cent neutrophils. The hemo- 
globin was 9.5 gm. per 100 cc. 

An operation was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp Hamun: May we see the x-ray films? 

Dr. Mitrorp D. Scuutz: The-films of the chest 
show nothing significant except for an old healed 
primary tuberculous complex. Excretory urograms 
show a large soft-tissue mass arising out of the pelvis; 
its edges cannot be defined. The dye given intra- 
venously was excreted slowly, best visualization 
occurring at the end of an hour, when large dilated 
calyxes, pelves and ureters are shown, better on the 
left side than on the right; that is, there was bilateral 
hydronephrosis, with obstruction low in the ureters, 
probably due to a pelvic mass. The nature of the 
mass cannot be determined. There is no calcifica- 
tion within it, such as is sometimes seen with papil- 
lary carcinoma of the ovary. 

Dr. Hamu: This is a relatively young woman 
on whom it seems probable that the person who 
wrote out the abstract wanted me to make a diag- 
nosis of pelvic inflammatory disease, and on whom 
it seems clear that the house staff on admission made 
that diagnosis, and indeed I find it difficult to get 
away from the diagnosis of pelvic inflammatory 
disease. She had a large mass in the pelvis over a 
period of several months, which certainly on the 
first admission gave every evidence of being acutely 
inflamed. Apparently it produced obstruction to 
the renal outflow, with the formation of hydro- 
ureters, and presumably she eventually had the 
tumor removed. 

In going over the protocol, the first thing that in- 
terested me was the history of the onset of this ill- 
ness, which began when she was exposed to ex- 
tremely cold weather during the menstrual period. 
I had always believed that the harm resulting from 
exposure to cold and bathing in cold water at such 
a time was more or less an “old wives’ tale” rather 
than a physiologic idea, and I still believe so. Very 
likely that was not the cause of her trouble. 

The personality of this woman was such that one 
might readily expect a Neisserian infection or even an 
abortion, so that these two possibilities must be kept 
in mind. The fact that she had chills at the onset per- 
haps makes it a little unlikely that this was purely a 
gonococcal infection. Chills are relatively infrequent 
in gonococcal salpingitis and are far likelier to be 
associated with a septic abortion. In any event, I 
believe that she developed infection in the pelvic 
organs, producing acute endometritis, salpingitis 
and odphoritis, with large tubo-ovarian abscesses. 
Her local physician tapped one of these masses 
through the vagina and obtained colorless serum 
and mucus. That may seem inconsistent with a 
tubo-ovarian abscess, because usually the purulent 
abscess takes a far longer time to become sterile 
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and clear itself of debris than had elapsed here. 
Nevertheless, the associated inflammation in the 
pelvic peritoneum might well produce such encap- 
sulated masses of fluid that could have been drained. 

The fecal incontinence associated with the onset 
of her illness can probably be explained by pelvic 
peritonitis irritating the sigmoid. This may occur 
in a pelvic peritonitis associated with appendicitis 
or with any other such type of infection. 

Of course, she could have had some pelvic ab- 
normality that antedated the onset of the illness, 
such as an ovarian cyst of one sort or another, which 
might have become infarcted by twisting. There is 
no sound basis for this consj¢cration, however, and 
I shall dispense with it. ‘ 

She could have had many different types of in- 
fection. I suppose one should think of tuberculosis, 
which is said to occur in a little more than 5 per cent 
of all cases of pelvic inflammatory disease. She had 
had pleurisy in the past, but the chest films were 
clear, and it is rare to have tuberculosis present in 
the pelvic organs without associated tuberculosis 
elsewhere, of which there wes no evidence. Actino- 
mycosis is a rare infection in the pelvic organs, but 
it may occur. If it occurred in this case, the patient 
certainly had a secondary infection associated with 
it. I see no reason to consider it further. There 
are many other vague possibilities, but I cannot get 
away from the fact that to me this appears to be 
a fairly typical history of pelvic inflammatory 
disease, following what I should say was a reason- 
ably characteristic course. 

A Puysician: How about pregnancy? 

Dr. Hamuin: I suppose that one can never rule 
out pregnancy without an Aschheim—Zondek test. 

A Puysician: How about an extrauterine preg- 
nancy? 

Dr. Hamitw: It is a possibility, but to my mind 


‘the sequence of events does not. give it a great deal 


of weight. 

A Puysictan: How can you rule out a pseudo- 
mucinous cyst so easily? 

Dr. Hamuin: I cannot rule it out, but there is no 
indicstion that she had one. If she did have one, 
there must have been an associated infection. 

Dr. Ronatp C. SnirFEn: Do you mean a malig- 
nant cyst? 

A Puysician: No; I thought that perhaps the 
evidence of inicction could have been due to a twist- 
ing of the pedicle of a cyst or to hemorrhage occur- 
ring within it that set up a foreign-body reaction. 

Dr. Hamuin: I mentioned that briefly. 

Dr. Freperick A. Simmons: When this patient 
first came to my attention the history was that of 
inflammatory disease. The temperature varied 
from 98 to 104°F., but it came down on penicillin 
and she was discharged from the hospital. I shall 
read the note that I wrote at that time. 


This thirty-one-year-old patient has no complaints, ex- 
cept for a feeling of pressure on the bladder and in the 
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rectum. She is able to do her work and instead of losing 
weight may be gaining slightly. She looks well and healthy, 
yet she has a large, smooth, midline suprapubic mass ex- 
tending three fingers above the symphysis. It is fixed and 
nontender. On pelvic examination there is a marital 
introitus, a normal-feeling cervix, which is slightly hyper- 
trophied, and a uterus that seems anterior. The mass, in 
my opinion, is attached to but is not a part of the uterus 
and extends superiorly, laterally and posteriorly from 
the cervix. It also impinges markedly on the rectum, and 
both broad ligaments are fixed. I believe that all the 
disease is inflammatory and that the mass could be re- 

_ moved only with great difficulty, since there is little 
mobility. alignant disease, however, cannot be ruled 
out, and it is my impression that it would be wise to admit 
this patient for exploratory laparotomy. 


The patient returned to the Tumor Clinic three 
weeks later, and at that time she obviously had a 
tumor, so we admitted her at once. Dr. J. V. Meigs 
saw the patient a day or two before operation and 
said: “The diagnosis lies between pelvic inflamma- 
tion of some sort, possibly tuberculosis, and malig- 
nant disease. I think that she ought to be explored.” 


CumnicAL DIAGNOSES 


Pelvic inflammatory disease. 
Malignant tumor? 


Dr. Hamuin’s Diacnosis 
Pelvic inflammatory disease. i 


ANATOMICAL D1acnosis 


Acute and chronic salpingo-oophoritis, with 
bilateral tubo-ovarian abscesses. 


PATHOLOGICAL Discussion . 


Dr. Smmons: An exploratory laparotomy was. 
performed, and on opening the cavity we could not 
identify the various structures. There was a large 
mass in the pelvis, which I believed to be retro- 
peritoneal. With careful dissection we were able 
to identify the left round ligament. The uterus 
appeared to be of normal size, with enormous masses 
in both vaults consisting of the tubes and ovarian 
cysts, which extended into the pouch of Douglas. 
The ovaries were intimately adherent to the neigh- 
boring structures. The whole pelvis was “frozen,” 
and contained a large amount of pus. The cecum 
lay inside the pelvis behind the tubo-ovarian mass. 
The appendix was small, fibrous and apparently 
obliterated. Its tip, which lay against the inflam- 
matory mass, was injected and necrotic; it was not 
removed. The appendix may have been the cause 
of the whole process. The reason I mention this 
possibility is that I recently operated on a patient, 
forty-three years old, with the same physical find- 
ings and the same history but whose personality 
was such that I did not believe that she had been 
exposed to the gonococcus. She had an appendix 
that had previously perforated. 

Dr. SnirFenN: What is your management of pa- 
tients with acute salpingo-oophoritis? 
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Dr. Simmons: Just what she had during the first 
admission — bed rest. In extremely ill patients we 
frequently put down a Miller-Abbott tube, give 
parenteral fluids and sulfadiazine and wait until 
they quiet down. 

Dr. SnirFen: As Dr. Simmons has indicated this 
patient had a normal uterus. The tubes were large, 
thickened and tortuous. Their walls were at least 
1 cm. in thickness and were fibrotic. The lumens 
were dilated to about 6 mm. in diameter and con- 
tained frankly purulent, hemorrhagic material. Fach 
tube was sealed off at its end, and at each end there 
was a unilocular cyst roughly 7 cm. in diameter, 
with thick walls that enclosed the same type of 
purulent material. The organisms cultured from the 
exudate were Staphylococcus aureus and nonhemo- 
lytic streptococci. 


CASE 31442 


PRESENTATION OF CASE 


At the age of sixty-nine, the patient, a business 
executive, consulted his physician for a routine 
checkup after he had noted dyspnea on moderate 
exertion. At that time his blood pressure was 220 
systolic, 140 diastolic, and physical examination 
and fluoroscopy showed that the heart was moder- 
ately enlarged in the region of the left ventricle. 
The aorta was tortuous, but there was no congestion 
of the lungs. An electrocardiogram showed evidence 
of slight left-axis deviation. The urine contained 
a small amount of albumin. 

Eighteen months later he first noticed substernal 
pressure on effort. This sensation increased in 
severity for six months, at the end of which period 
attacks of substernal oppression appeared when the 
patient was at rest, with radiation of mild pain 
down both arms and into the jaw. The blood pres- 
sure was 235 systolic, 145 diastolic. An electro- 
cardiogram showed normal rhythm, a rate of 90, 
a normal ST segment, a low Tj, a small R, and a 
high 

After ten days of brief attacks of substernal op- 
pression at rest he suffered an attack that began at ... 
5:00 a.m. and lasted all day. Two days later he was 
admitted to the hospital. An electrocardiogram 
on admission showed normal rhythm, a rate of 80, 
an extremely low 1T;, inverted T; and T, and a 
normal Ty. There was slight elevation of the ST 
segment in Lead 3 and slight depression in Lead 4. 
The white-cell count was 11,000, and the sedi- 
mentation rate 44 mm. per hour. There was no 
record of fever, and his convalescence was unevent- 
ful. He was discharged improved on the thirty-fifth 
hospital day. 

After discharge from the hospital he felt well and 
complained of no pain. During the following year 
his blood pressure remained at 220 systolic, 145 
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diastolic, and repeated fluoroscopic examinations 
showed that the heart and aorta were becoming 


| progressively more enlarged. He complained of in- 


somnia and orthopnea. Slight edema of the ankles 
developed, and gallop rhythm appeared. The signs 
of congestive heart failure became more pronounced, 
with variations. 

At the age of seventy-two he abruptly lost almost 
the entire left lateral field of vision, and although 
this condition improved somewhat, he never re- 
covered normal sight. He had lost the right eye in 
childhood in an accident. 

At the age of seventy-three, four years after he 
was first seen by his physician, and while he was 
receiving much medical attention for congestive 
heart failure, which was held in check but never 
completely controlled, he suddenly complained one 
evening of severe pain in the small of the back and 
started to go to bed. Five minutes later he cried 
out briefly and was found dead a moment later. 


DIFFERENTIAL DIAGNOSIS 


Dr. Greene FitzHucu: To summarize, we have 
a man with marked hypertensive cardiovascular 
disease, which we know had existed for four years 
and undoubtedly for some time longer. Two and 
a half years before death he began having angina 
pectoris, and six months later he had what I think 
we have to interpret as coronary thrombosis. 
One year before his sudden death he lost the left 
lateral field of vision. We are told nothing about 
the physical signs at the time of death. All we know 
is that he had one symptom — severe pain in the 
small of the back — and that he was then found 
dead. We have to theorize on the physical signs, 
consider the causes of sudden death and, from the 
history, pick out the things that will lead to a 
diagnosis. We might first look at the x-ray films. 

Dr. Mitrorp D. Scuutz: The cardiac shadow is 
markedly enlarged in the region of the left ventricle. 
The aorta is tortuous and somewhat dilated. The 
findings in the chest are otherwise not unusual for a 
patient of this age. 

Dr. FitzHucu: Was there any erosion of the 
vertebras? 

Dr. Scuutz: You are undoubtedly thinking of an 
aneurysm, but there is no evidence of such on this 
film of the chest. The aorta can be traced almost 
down to the diaphragm. 

Dr. FirzHucu: Aneurysms often erode the verte- 
bras in the thoracic and abdominal regions. The 
aorta is distinctly wide, which fits in with the cardio- 
vascular disease and marked hypertension. 

Let us go over the causes of sudden death. I shall 
name what is reasonable and see if I can pick up a 
lead. 

We know that this patient had had one attack of 
coronary thrombosis. The third electrocardiogram 
taken showed a rate of 80, a low T; and so forth. 
In addition, he had a slight elevation of the ST 
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segment in Lead 3 and a slight depression of the ST 
segment in Lead 4. These findings, along with the 
story of severe pain coming at 5:00 o’clock in the 
morning and lasting all day, with an increased sedi- 
mentation rate and a white-cell count of 11,000, 
make one certain of coronary thrombosis. So it is 
fair to say that two years before death he had an 
attack of coronary thrombosis. It is not uncommon 
for a patient to have a second attack one to three 
years later, and this would not be an unreasonable 
final diagnosis. 

The patient had had several vascular accidents, 
and we have to consider whether he had a vascular 
cerebral accident that suddenly caused death. 
Massive cerébral hemorrhage into the ventricle 
will cause sudden exitus. But there are no physical 
signs to go on, and with something of that nature, 
there should be no pain in the back. Sudden death 
can also result from cerebral embolism, when the 
supply of blood to the brain is abruptly cut off. 

Another thing we should consider is a pulmonary 
embolus. That is a: frequent cause of sudden death, 
particularly in a person with congestive failure, 
which this patient had following the attack of coro- 
nary thrombosis. Phlebothrombosis of a leg vein 
can suddenly produce an embolus, but there should 
be pain in the chest or abdomen rather than in the 
back. Again, we are bothered by the fact that there 
are no physical signs: we should have liked to know 
whether he had dilatation of the veins of the neck. 
There would not have been time for an infarct to 
develop, and therefore, hemoptysis would not have 
been present. 

An aneurysm of the aorta can rupture and cause 
sudden death, but this patient was in competent 
hands for four years, which means that they probably 
would have found a mass in the abdomen; further- 
more, x-ray films of the abdomen should have 
shown a dilated aorta: A dissecting aneurysm of the 
aorta is another possibility that occurs in people 
with hypertension. In that condition there is often 
interference with circulation to the legs and, in fact, 
to any organ that is supplied by the aorta. 

Let us review the findings to determine whether 
this patient simply had a second attack of coronary 
thrombosis. Two years before death he had pain 
down both arms, which is consistent with coronary 
thrombosis. The pain also went into the jaw, which 
is perfectly reasonable for an attack of angina pec- 
toris or coronary thrombosis. As stated previously, 
I am sure that this man had had coronary thrombosis 
because of the third electrocardiogram, but I do 
not believe that that was the cause of his death. It 
is extremely unusual to have severe coronary throm- 
bosis without pain in the chest. There can be pain 
in the chest or pain in the chest and abdomen, but 
pain solely in the abdomen or in the back usually 
does not occur. On the basis of this and the fact 
that he had had hypertensive cardiovascular disease 
for at least four years, I believe that this man had 


133 


540 


a dissecting aneurysm of the aorta and that his 


sudden exitus was due to hemorrhage from the 


rupture of the aneurysm. 

Dr. Concer Wituiams: I had not seen this man 
for about a year before he died. I thought that he 
had hypertensive coronary heart disease, with con- 
gestive failure, and also enough coronary in- 
sufficiency to cause angina. I know nothing about 
the final episode. Dr. FitzHugh’s explanation of the 
cause of death is as good as any, I should say. 

Dr. Benjamin CasTLEMAN: Dr. Wheeler, I believe 
that you also saw this patient. 

Dr. Epwarp WHEELER: I thought that he had 
hypertensive heart disease and angina for some 
time before death and possibly coronary insuf- 
ficiency for ayear. I did not see him in the final 
episode. 


CurnicaL DIAGNOSES 


Dissecting aneurysm of aorta, with rupture. 
Coronary thrombosis, with myocardial infarc- 
tion, old. 


Dr. FitzHucu’s D1acnosts 


Dissecting arteriosclerotic aneurysm of aorta, with 
rupture. 

Chronic hypertensive cardiovascular disease. 

Coronary thrombosis, with myocardial infarc- 
tion, old. 


ANATOMICAL DIAGNOSES 


Rupture of arteriosclerotic fusiform aneurysm 
of abdominal aorta. 

Retroperitoneal and pelvic hematoma. 

Arteriosclerotic aneurysms of aorta, iliac, internal 
carotid and cerebral arteries. 

Coronary thrombosis, old. 

Myocardial infarct, old. 
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Cardiac hypertrophy and dilatation, hypertensive 
type. . 
Arteriosclerosis, marked, generalized. 
Discussion 

Dr. CastTLEMAN: The autopsy showed a tremen- 
dously enlarged heart, weighing over 800 gm., with 
marked hypertrophy of the left chamber, which 
fitted in with the longstanding hypertension. The 
coronary arteries were markedly sclerotic and nar- 
rowed, and we were able to find evidence of old oc- 
clusion in the right one, which apparently corre- 
sponded to the old infarct in the posterior wall of 
the left ventricle. This accounted for the episode 
two years before death. 

On opening the abdomen we found no free fluid. 
The intestines were raised up from the abdominal 
cavity, and when these were pushed aside, we dis- 
covered a large retroperitoneal hematoma, which 
filled the entire lower abdomen and pelvis. This 
hematoma had been produced by rupture of a large 
abdominal arteriosclerotic aneurysm, — not a dis- 
secting aneurysm but the fusiform type, — which 
measured about 15 cm. in diameter. The rfosterior 
wall of the aneurysm had ruptured just below the 
level of the renal artery. There were smaller aneu- 
rysms in the upper abdomina! aorta and toth iliac 
arteries, such as one encounters in elderly people 
with severe arteriosclerosis; these are not due to 
syphilis. This man also had two small aneurysms 
of the same type in the internal carotid arteries, 
one on each side, and smaller ones in the anterior 
cerebral artery; none of these had ruptured, however. 
We found nothing in the brain itself. 

Dr. FitzHucu: Was the aorta big enough to have 
been felt during life? 

Dr. CasTLEMAN: He was a fairly heavy-set man, 
and it might have been difficult to detect. 
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RELUCTANT NAVY 


practically immediately. 


ScrisE Bill Cunningham of the picturesque pat- 
ter, one of the most honest correspondents that ever 
practiced shadowboxing with a typewriter, is ready 
to take a fall out of any apparent injustice that 
comes to his attention. This time (Boston Herald, 
October 5) it concerns the Navy’s exploitation of 
the medical profession — with no Army exemption 
even implied — that stirs his sympathy, the current 
indictment being based on a letter received from a 
medical officer now stationed in Guam and willing 
to be five or six thousand miles nearer home, 


According to the convictions of this doctor and, 
presumably, those of several thousand others, the 
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Navy Medical Corps is -ridiculously overstaffed, 
having from 30 to 50 per cent more physicians than 
it has ever been able to use, with utter disregard of 
the needs of the home front. The Navy, moreover, 
even with relative peace brooding over the seven 
seas, had indicated, according to this same inform- 
ant, that it did not intend to cut down on the ratio 
of one medical officer for every 233 men; to support 
this profligacy it had made the discharge score for 
doctors 25 per cent higher than the average for other 
personnel. Since publication of the letter, however, 
the score has been lowered. 

This officer was burdened with daily duties, at 
the date of writing, that could have been performed 
by a pharmacist’s mate in an hour, and he made 
reference to an obstetrician assigned to inspect the 
privies on the island, who, even in slow motion, 
could not'possibly have spent more than an equiva- 
lent time on his own job — had he wished to. 

There is no doubt that many of the stories that 
we hear are true, and it is equally valid that when 
we were actually at war, and waging a doubtful, 
uphill struggle, practically no one but the Truman 
Committee was willing to haggle at what our defense 
cost in men, materials, money and equipment, so 
long as we won and saved the Nation for the strikers. 
We accepted with philosophy the presumption that 
the Army, the Navy, the Air Force and the Marine 
Corps would want ten times as many men as they 
could put into action, ten times as much food as 
those men could eat and ten times as much equip- 
ment as they could use, and, like a democracy, we 
gave freely. Now, with the war well won, we can 
no longer tolerate the dictatorial methods of our 
amazingly successful military machine — a healthy 
sign, by the way — and want to dismantle it be- 
fore we can get it back to the enginehouse. In- 
tolerant of what seemed to-many of us a reasonably 
good job at demobilization after a war that was 
expected to run at least another year, we have set 


Congress onto the rascals,.and left it running like 


the hounds of spring when on winter’s traces. 

This is the way it is ending, and this is the way 
we might even dare to hope that it will always end 
if we ever have to go to war again. In Sandburg’s 
Abraham Lincoln is a quotation to the effect that 
democracies always make war after a set pattern. 
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There is a lot of noise, and a lot of patriotism, and 
everyone expects a quick, triumphal dash to the 
enemy’s capital and a brilliant end to the brief 
struggle. Instead, the conflict drags on and on, with 
victories and reverses, and, win or lose, everyone is 
thoroughly sick of it before it is over. 

No matter how well organized and how successful 
it may be, a military machine is wasteful, dicta- 
torial, arrogant and, at times, terribly necessary. 
The fact remains that when the occasion is over, 
militarism is simply incompatible with democracy. 

Additional scuttle butt, emanating from no less 
an authority than Drew Pearson, credits Admiral 
Halsey with the following message to General 
MacArthur, on the occasion of the latter’s entrance 
into Tokyo, “You have hit the jack pot with my 
nickel!” 


THE BOSTON MEDICAL LIBRARY 


THE annual reports of the president and librarian 
of the Boston Medical Library, as presented else- 
where in this issue of the Journal, merit the thought- 
ful consideration of physicians. ; 

The Library, in spite of wartime restrictions, 
continued in 1944 to grow and to be used by an in- 
creasing number of readers, suggesting that this old 
and well established institution, so long supported 
by the medical profession in Boston and its vicinity, 
still serves an important function in the scholarly 
life of the community. The librarian reports a 
healthy activity in accessions, with due regard for 
periodical literature, the basis for current research, 
and the latest texts, the latter coming largely through 
the book-review department, closely integrated with 
the Journal. By using its endowed book funds, 
much new material, both old and current, was added 
to its shelves for the benefit of its members and the 
public at large. 

On the basis of the librarian’s summary, therefore, 
all would seem well with the Boston Medical 
Library. A reading of the president’s report, how- 
ever, will reveal on how slender a thread hangs the 
essential structure. The Library lacks a suitable 
financial endowment, not only to maintain itself 
in its present position but to expand and go forward 
as an important cog in the wheel of advancing 
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medical knowledge in New England. Refurnishing 
of quarters, additional stacks and an increased per- 
sonnel, as well as the lack of funds to do many other 
things so urgently needed in the immediate future, | 
are all problems that must be faced in the next few 
years. A plan, as outlined in the president’s report, 
calls for full co-operation of the physicians and the 
institutions, hospitals and medicals schools that 
use the Library as an essential part of their equip- 
ment. The Library, a sound, splendid storehouse 
of medical thought in printed form, is a part of the 
educational and cultural system, firmly planted by 
physicians of the past, that richly deserves the sup- 
port of the present generation if they, as they should 
and must, “‘hold fast to that which is good.” 


OBITUARY 


DAVID LINN EDSALL 


1869-1945 


With the death of David Edsall a truly great figure 
passes from the scene of American medical education. 
During his long life he occupied full professorial 
rank on the medical faculties of three universities 
— Pennsylvania, Washington and Harvard. Large 
both in body and mind, with indomitable will and 
great breadth of vision, throughout his professional 
career, he pursued relentlessly his clearly perceived 
objectives, which were-the improving of the teach- 
ing of medicine and the promotion of medical re- 
search. His success in reaching these goals makes it 
quite fitting to proclaim him a statesman in medicine. 

After college days at Princeton (A.B. 1890), he 
studied medicine at the University of Pennsylvania, 
obtaining his degree of M.D. in 1893. He remained 
in Philadelphia until 1911, serving as professor of 
therapeutics and pharmacology from 1907 to 1910 
and as professor of medicine during 1910 and 1911. 
His Philadelphia period was distinguished chiefly 


by his contributions in clinical investigation, par- . 


ticularly in problems of metabolism and nutrition. 
Most of his research in those days was carried out 
in the Pepper Laboratory. Quite early too, he be- 
came interested in the medical hazards of industry 
and how to prevent them. 

His St. Louis period, during which he served as 
professor of preventive medicine, lasted but one 
year, 1911-1912, and was not particularly satis- 
fying to him. At about that time, however, he 
found opportunity to work for a brief interval at 
the Carnegie Nutrition Laboratory in Boston, and 
there became keenly interested in the application of 
Benedict’s so-called “‘universal respiration appara- 
tus” to clinical problems of respiration and respira- 
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tory metabolism. In the Shattuck Lecture of 1912 
he vividly sets forth his experiences and ideas in 
this field. 

It is in his Boston period, which extended from 
1912, when he assumed the duties of Jackson Pro- 
fessor of Clinical Medicine at Harvard and of chief 
of the East Medical Service at the Massachusetts 
General Hospital, to-his retirement from active work 
in 1935, that the readers of the Journal will be 
chiefly interested. 

The Boston period subdivides itself into three 
phases. From 1912 to 1918 his activities centered 
in the hospital and were concerned with the develop- 
ment of clinical teaching and research. During that 
time Dr. Edward H. Bradford was dean of the Har- 
vard Medical School. In 1918 Dr.. Edsall succeeded 
Dr. Bradford as dean, without relinquishing his 
earlier posts, and in 1921 he founded and became 
dean of the newly established Harvard School of 
Public Health. In 1923 the third phase of his Boston 
period began, when he resigned from his chair of 
medicine and from the hospital staff. Thereafter, 
until his retirement in 1935, he served as full-time 
dean of the schools of medicine and of public health. 

While at the Massachusetts General Hospital, 
Edsall greatly improved the teaching of under- 
graduate medical students. He established there 
the clinical clerkship in medicine and full-time 
clinical teaching. In contrast to the completely full- 
time system already started at Johns Hopkins, 
Edsall believed that it made for better teaching if 
all clinical teachers had some contact with private 
patients. Therefore at Harvard, although clinical 
teachers began to receive salaries (usually paid 
jointly by school and hospital) for their full-time 
work, they were permitted to see and collect fees 
from a limited number of private patients. This 
has come to be known as the “Harvard variety” of 
full-time clinical work. Edsall further believed that 
medical students would be better taught if they 
had the opportunity to come under two types of 
teachers —the old voluntary group with great 
clinical experience and full-time teachers, who were 


- more-conversant with medical research and had 


more time to devote to actual teaching and academic 
administration. He regarded a teaching hospital 
staff composed of both volunteer and paid members 
as more effective than one made up of either variety 
of teacher alone. The passing years have proved 
that this was wisdom. In his conduct of affairs at 
the hospital he never allowed himself to become 
bogged down by details. He went after what he re- 
garded as fundamental, at times almost ruthlessly, 
treading, perhaps inevitably, on a certain number of 
toes in the process. When he had made up his mind 
to a course of action he hewed to the line, letting the 
chips fly where they might, and not minding much 
whom they hit. . 

To him the medical services at the Massachusetts 
General Hospital are indebted for excellent clinical 
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research facilities, including substantial additions 
to the space within the Bulfinch Building. He found 
ways and means for providing full-time salaries for 
young men of promise and was constantly on the 
lookout for such human material. 

During his hospital days he proved himself to be a 
gifted teacher. In the lecture room he interested 
particularly the abler students. He was at his best 
at the bedside, where he succeeded in showing that 
the most skillful care of the patient is that which 
is planned in the light of a clear understanding of 
the basic principles of the medical sciences involved. 
He was able to integrate research, teaching and the 
care of the patient. Nor was he blind to social fac- 
tors. The role of environment in determining the 
whole clinical picture was constantly apparent to 
him. He started a clinic for the study and care of 
patients with illness due to occupation. 

After he had got full-time medicine established 
at the Massachusetts General Hospital he was largely 
instrumental, a few years later, in doing the same for 
surgery, and a little later still for psychiatry. From 
his first arrival he exercised, through his member- 
ship on the General Executive Committee, a power- 
ful influence on the policies of the hospital. He aimed 
not only to improve its methods and physical equip- 
ment but more particularly to strengthen its staff 
by adding thereto physicians giving promise of 
productive scholarship in medicine. 

Edsall will live not only through his works but 
through his pupils. Of these there were many, and 
they have gone to spread his gospel in many places. 
Some of them have attained great distinction. In 
addition to being intellectually stimulating, he had 
a personality that could be endearing. He had a 
capacity for friendship that was exercised chiefly on 
a selected group of intimates. For younger men he 
often had great personal attraction. He had a sense 
of humor and twinkle in his eye, which, together 
with his little black brier pipe, made him, on in- 
timate occasions, rather irresistible. He loved a 
good story and was a fine raconteur. Like all strong 
characters, he occasionally made enemies as well as 
friends. 

During his seventeen years as full-time dean of 
the Harvard Medical School and the thirteen as 
dean of the Harvard School of Public Health, Edsall 
carried over into the fields that these schools en- 
compass the principles that he had earlier applied 
to clinical medicine. 

At the time of his arrival in Boston, the Harvard 
Medical School, with a brilliant past behind it, had 
to some degree got into the academic doldrums. The 
school owes much to the late Dr. Frederick Cheever 
Shattuck for taking the lead in importing fresh 
blood in the shape of Edsall, to start a new era. And 
start it he did! Largely through his efforts the capital 
funds of the school increased from less than five 
million dollars in 1918 to about seventeen million 
dollars in 1935. He was a great money raiser. Un- 
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doubtedly the fact that he served for nine years as a 
member of the Board of Trustees of the Rockefeller 
Foundation was helpful to him in this regard. The 
founding and development of the Harvard School of 
Public Health was one of his great contributions. 
The tutorial system in the medical school and the 
general examinations were also started by him. 

While he was dean, and definitely under his leader- 
ship, the Faculty of Medicine was strengthened by 
the appointment of many new professors, of whom 
a goodly proportion were brought from elsewhere, 
solely because of their apparent ability. During 
the tenure of his various posts, the Harvard Medical 
School not only increased in wealth but became na- 
tional instead of local in its composition and out- 
look. The standards of scholarship, both among its 
students and among its faculty, were elevated. The 
contribution of the school to the acquisition of new 
medical knowledge was greatly extended. 

His final period, that of his retirement, was divided 
between the mountains of North Carolina and Ver- 
mont, both of which he loved. A quiet life in the 
country was dear to his heart, but even so during 
this time he continued his good works, one of the 
last of which was that of serving as chairman of 
the Medical Advisory Committee of the Red Cross 
during the war just won. ? 

The imprint of Edsall on medicine at Harvard, 
and beyond, is great. It will endure. 

J. H. M. 


MASSACHUSETTS MEDICAL SOCIETY 


EXECUTIVE COMMITTEE 
OF THE COUNCIL 


“On September 26, 1945, the Executive Committee 
of the Council, on the recommendation of the Com- 
mittee on Membership and representatives from 
the supervising censors, took the following actions: 


Allowed the following named fellows, applying for retire- 
ment and with all dues paid and in good standing, to retire 
under the provisions of Chapter I, Section 5, of the by-laws. 


Bigelow, Edward B. (Worcester), 9 Walnut Street, 
orcester. 
Cort, Parker M. (Hampden), Aetna Life Insurance Com- 
pany, Hartford, Connecticut. 
Warren, Thomas F. (Bristol South), 341 Washington 
Street, Fall River. 


Allowed the following named fellows, applying for retire- 
ment, to retire with remission of dues owed the Society under 
the provisions of Chapter I, Section 5, of the by-laws: 


Cogan, Edith I. (Essex South), 2 Broad Street, Salem. 
O'Sullivan, Anna (Suffolk), 370 Commonwealth Avenue, 
oston. 

Ross, Elizabeth (nonresident), Shadyside Hospital, Pitts- 
urgh, Pennsylvania. 
Sheen, James A. (Essex South), 15 Thorndike Street, 

everly. 


Allowed the following named fellows, applying for resig- 
nation, to resign with remission of dues owed the Society, 
—_ the provisions of Chapter I, Sections 6 and 7 of the 

y-laws: 
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Berman, Nathaniel (Norfolk South), 1930 Wilshire Boule- 
vard, Los Angeles, California. 

Kaye, Edward (nonresident), American Cyanamid Com- 
pany, 30 Rockefeller Plaza, New York, New York. 


Remitted the dues owed the Society of the following named | 


fellow, who is a missionary, under the provisions of Chap- 
ter I, Section 6, of the by-laws: 


Wilder, Edward W. (nonresident), Willard F. Pierce 
Memorial Hospital, Madura, South India. 


Reinstated the following named physician, under the 
hl es of Chapter I, Section 10, of the by-laws, who had 

en deprived of fellowship for the nonpayment of dues, 
provided his arrears in dues at the time of deprivation both 
to the Massachusetts Medical Society and to his district 
society, plus his dues for the year 1945 both to the Mas- 
sachusetts Medical Society and to his district society be sent 
to the treasurer of the Society: 


Rosenbloom, Carl W. (Hampden), 276 High Street, 
Holyoke. 


Allowed the following named fellows to change their mem- 
bership from one district society to another, without change 
of legal residence, under the provisions of Chapter III, Sec- 
tion 3, of the by-laws: 


Hall, John B., 17 Lane Park, Brighton 35 (office: Roxbury) 
(remain in Norfolk). 

Hamilton, Burton E., 30 Norfolk Road, Chestnut Hill 
(office: Boston). (Norfolk to Suffolk.) 

Talbot, Nathan B., 10 Cottage Farm Road, Brookline 

(office: Boston). (Norfolk to Suffolk.) 


Deprived the following named fellows of the privileges of 
fellowship, because of arrears of dues owed the Society, under 
the provisions of Chapter I, Section 8, of the by-laws: 


age Robert R. (nonresident), Cedar Lane, Ossining» 
ew York. 
Edelstein, Samuel (Norfolk), 31 Brookledge Street, Rox- 


ury. 

Schroeder-Sloman, Sophie W. (nonresident), 750 South 
State Street, Elgin, Illinois. 

Zetlin, Arnold (nonresident), Shenandoah Avenue, Norfolk, 
Virginia. 


The personnel of the Committee on Membership 
is as follows: Harlan F. Newton, chairman; Roy V. 
Baketel; ‘William A. R. Chapin; Peirce H. Leavitt; 
and Samuel N. Vose. The representatives of the 
supervising censors were as follows: William H. 
Allen; H. Quimby Gallupe; and Albert E. Parkhurst. 


A. TicuE, M.D., Secretary 
Executive Committee 


DEATHS 


FAXON — Eudora W. Faxon, M.D., of Newton, died 
October 13. She was in her sixty-ninth year. 

Dr. Faxon received her degree from Tufts College Medical 
School in 1904. She had conducted the Woodlawn Sana- 
torium for Epileptics, in West Newton for several years. She 
had also studied and practiced psychology at the University 
of Indiana, the Massachusetts State Hospital in Taunton, the 
Wrentham School for Feeble-Minded Children and the State 
Hospital for Women. She was a member of the New England 
Society of Psychology and the American Medical Psycho- 
logical Society and a former member of the Massachusetts 

edical Society. 


HAYES — Capt. Paul Hayes, M.C., A.U.S., formerly of 
Milford, died October 1 in France of a gunshot wound. He 
was in his thirty-seventh year. : 

Dr. Hayes graduated from Bowdoin College and received 
his degree from Tufts College Medical School in 1935. After 
interning at the Worcester Memorial Hospital, the Maine 
General Hospital (Portland) and the State Hospital at West- 
field, he settled in Milford, and at the time of enlisting in the 
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Medical Corps of the Army, — January, 1944, — he was a 
member of the staff of the Milford Hospital. He was sent to 
England in July, 1944, as a member of the 101st Airborne 
Division, and was later transferred to the Continent. 

His widow, three sons, one daughter, his mother and two 
brothers survive. 


MAYBERRY — Frank F. Mayberry, M.D., of Rockland, 
died October 1. He was in his eighty-sixth year. 
r. Mayberry received his degree from Dartmouth Medical 
aa Hanover, New Hampshire, in 1885. He retired in 
His widow, two daughters and a brother survive. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR SEPTEMBER, 1945 


RésumE 
DisEASEs SEPTEMBER SeErTEMBER SEVEN-YEAR 
1945 1944 EDIAN 
Anterior. 163 131 20 
Chicken pox ................. 90 132 105 
Diphtheria 14 14 10 
Dog bite..... 940 824 882 
Dysentery, bacillary .......... 11 40 29 
German measles .............. 49 30 28 
Granuloma inguinale .......... 0 0 * 
Lymphogranuloma venereum ... 0 3 * 
Measles ...... cides 145 92 150 
Meningitis, meningococcal...... 4 11 6 
Meningitis, Pfeiffer-bacillus. .... 1 0 0 
Meningitis, pneumococcal ...... 1 1 
Meningitis, staphylococcal ..... 0 0 
Meningitis, streptococcal ...... 0 0 
Meningitis, other forms ........ 5 0 
Meningitis, undetermined ...... 1 4 4 
>neumonia, lobar ............. 57 66 114 
Salmonella infections .......... 10 13 13 
uberculosis, pulmonary ....... 218 199 229 
Tuberculosis, other forms ...... 14 11 23 
Typhoid’fever ................ 0 3 5 
Undulant fever ............... 2 
Whooping cough.............. 568 285 403 


*Made reportable December, 1943. 
tFour-year average. 


CoMMENT 


Anterior poliomyelitis cases for September exceeded those 
for any month this year and probably represent the peak 
for the year. It can be expected, from past experience, that 
the number of cases will decrease in the following months. 

Salmonella infections, of which there were 48 cases in 
5 were reported in ten cases in September. 

acillary dysentery decreased from $3 in August to 11 in 
September, which is less than half the seven-year median. 
o cases of typhoid fever were reported. 


GEOGRAPHICAL DISTRIBUTION OF CERTAIN DISEASES 


Anterior poliomyelitis was reported from: Adams, 2; 
Arlington, 5; Ashfield, 1 ; Barnstable, 2; Belmont, 2; Boston, 
40; Brockton, 1; Brookline, 2; Burlington, 1; Cambridge, 4; 
Canton, 3; Chelsea, 5; Chelsea Naval Hospital, 1; Dalton, 3; 
Dedham, 1; Falmouth, 1; Fitchburg, 1; Gardner, 1; Glouces- 
ter, 1; Haverhill, 1; Hinsdale, 1; Holliston, 1; Hull, 1; Lanes- 
boro, 1; Lawrence, 1; Leominster, 1; Lexington, 2; Lowell, 1; 
Lynn, 3; Lynnfield, 1; Malden, 6; Marble ead, 1; Medford, 
3; Milton, 1; Nahant, 1; Newton, 2; North Adams, 4; 
Northampton, 4; Pittsfield, 9; Plymouth, 1; Princeton, 1; 
Quincy, 6; Reading, 1; Revere, 6; Richmond, 1; Rockport, 2; 
Salem, 3; Saugus, 1; Swansea, 1; Shrewsbury, 1; Springfield, 1; 
Wakefield, 1; Waltham, 4; Watertown, 12 Weathaee. ; West- 
wood, 3; Weymouth, 1; Winthrop, 2; Woburn, 1; Worcester, 
2; total, 163. 

Diphtheria was reported from: Boston, 3; Cambridge, 1; 
Chelsea Naval Hospital, 1; Foxboro, 1; Groton, 1; Melrose, 2; 
ae ens, 1; Somerville, 1; Springfield, 1; Waltham, 2; 
total, 
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Dysentery, bacillary, was reported from: Arlington, 1; 
Ayer, 1; Belmont, 2; Boston, 3; Cambridge, 1; Camp Fd- 
wards, 1; Hopkinton, 1; Malden, 1; total, 11. 

a infectious, was reported from: Gardner, 1; 
total, 

Hookworm was reported from: Camp Edwards, 2; total, 2. 

Lymphocytic choriomeningitis was reported from: Fitch- 
burg, 1; total, 1. 

Malaria was reported from: Boston, 7; Cambridge, 1; 
Camp Edwards, 17; Danvers, 1; Fall River, 1; Fort Devens, 
62; Haverhill, 1; Ipswich, 1; Melrose, 1; Millbury, 1; Orleans, 
1; Quincy, 1; Waltham (regional hospital), 7; total, 102. 

Meningitis, meningococcal, was reported from: Amesbury, 
1; Chelsea, 1; Franklin, 1; Quincy, 1; total, 4. 

Meningitis, Pfeiffer-bacillus, was reported from: Spring- 
field, 1; total, 1. 7 

ee pneumococcal, was reported from: Everett, 1; 
total, 

Meningitis, other forms, was reported from: Boston, 4; 
Everett, 1; total, 5. 

eningitis, undetermined, was reported from: Lenox, 1; 
total, 1. 

Salmonella infections were reported from: Beverly, 2; 
Boston, 2; Cambridge, 2; Danvers, 1; Methuen, 1; Nahant, 1; 
Wakefield, 1; total, 10. 

Septic sore throat was reported from: Attleboro, 1; Boston, 
a Cambridge, 2; Lynn, 1; Quincy, 1; Williamstown, 1; total, 


Tetanus was reported from: Boston, 1; Medford, 1; total, 2. 
Undulant fever was reported from: Freetown, 1; South- 
bridge, 1; total, 2. 
eil’s disease was reported from: Monson, 1; total, 1. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


Date Cuirnic CONSULTANT 
Lowell November 2 Albert H. Brewster 
Salem November 5 Paul W. Hugenberger 
Haverhill November 7 William T. Green 
Brockton November 8 George W. Van Gorder 
Worcester November 16 = W. O’Meara 
Pittsfield November 19 rank A. Slowick 
Springfield November 20 Garry deN. Hough, Jr. 
Fall River November 26 Eugene A. McCarthy 
Hyannis November 27 Paul L. Norton 
MISCELLANY 


SCHOOL-HEALTH PROGRAM 


Because of the mutual interest of school administrators and 
administrators of public health, the Association of State and 
Territorial Health Officers adopted the following resolution 
Ky annual meeting in Washington, D. C., on April 12, 


This resolution divides the responsibility for school-health 
services between the two departments concerned. The pri- 
mary responsibility for the educational aspects of health 
education are those of the school department. On the other 
hand, the prime responsibility for rendering services, as given 
by the physician, nurse, dentist and others, is that of the 
health Only by integrating the work of these 
departments, however, can this school-health program be a 
success, its ultimate goal being the achievement of optimal 
health on the part of all students, so as to enable them to profit 
the most from the opportunity offered them in the various 
schools and later to ‘ais advantage of any opportunity they 
may have to become successful and prosperous citizens. 

It is the intention of the Association to support or oppose 
any legislation pertaining to school health according to the 
basic principle outlined in the resolution, and the Asso- 
ciation has invited the co-operation of all state superintendents 
of schools in this endeavor to achieve a better school-health 
program. 
* * * 

Wuereas, School health programs in most communities: 
are poorly organized, limited in scope and, in general, un- 
productive of better health, and 
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Wuereas, There is a great confusion as to the division of 
responsibility between health and education departments 
for school-health programs, and 


Wuereas, Adequate funds for the development of needed 
school-health programs are not available, and 


Wuereas, There is a serious lack of knowledge and technic 
by which school-health programs may be made a significant 
factor in improving the health of communities, and 


Wuereas, It is important that measures be taken to brin 
about the correction of remediable physical defects foun 
among school children, and 


Wuereas, The school-health program is a significant factor 
in the child’s learning process, thus accounting for the 
acquiring of erroneous concepts or ideas as a result of im- 
proper school-health programs, be it therefore 


Reso.vep, That responsibility of school-health programs 
be recognized as a joint responsibility between the health 
and education departments on federal, state and local 
levels (In the development of improved school-health 
programs, joint committees of health and education de- 
partments should work out the details of the programm 
together. In general, health education and physical educa- 
tion of school children should be re sited as a primary 
responsibility of the departments of education working 
in co-operation with, and with the assistance of, depart- 
ments of health. Health and medical services rendered 
by physicians, dentists, nurses and other technical work- 
ers, including the followup in the home, constitute a 
responsibility of the health department, working in co- 
— with and with the assistance of the department 
of education. In order that the educational program may 
be kept abreast of the most recent scientific and public- 
health knowledge, it is essential that health and education 
departments work together constantly on the content 
of school-health instruction.) and be it further 


Resotvepb, That appropriate federal agencies be request- 
ed to (1) carry out research and demonstrations to develop 
improved technics for school-healeh medical services and 
to evaluate existing technics,(2) carry out surveys to eval- 
uate current practice in this field and to determine needs 
for expansion of services and (3) seek federal funds for the 
expansion of school-health programs in accordance with 
established needs, such funds to be allotted on a grant- 
in-aid basis to state health agencies. 


NOTICES 


ANNOUNCEMENT 


Dr. Donald E. Currier announces the opening of his office 
at 395 Commonwealth Avenue, Boston. 


NEW ENGLAND PATHOLOGICAL SOCIETY 


A meeting of the New England Pathological Society will be 
held on Thursday, November 15, at 8 B at the Mallory 
Institute of Pathology, Boston City Hospital. The entire 
program will be devoted to the subject of postwar education 
in pathology. Dr. Carl V. Weller, editor-in-chief of the 4 meri- 
can Journal of Pathology, and Dr. Frank W. Konzelmann, 
president of the American Society of Clinical Pathologists, 
will be the guest speakers. 

ree and medical students are cordially invited to 
attend. 


HARVARD MEDICAL SOCIETY 


A 3 of the Harvard Medical Society will be held in 
the amphitheater of the Peter Bent Brigham Hospital on 
Tuesday, November 13, at 8:15 p.m. 


PROGRAM 
Case presentation — Children’s Hospital. 
Biochemical Studies on the Malaria! Parasite. Drs. E. G. 
Ball, C. B. Anfinsen, Q. M. Geiman and R. W. McKee. 
The Occurrence of Fibrinolysis in Shock. Dr. Henry J. 


agnon. 
Pain in Wen Wounded in Battle. Dr. Henry K. Beecher. 
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JOSEPH H. PRATT DIAGNOSTIC HOSPITAL 


Bennet Street, Boston 
Lecture Hall, 9-10 a.m. 
MepIcaL CONFERENCE PROGRAM 


Friday, November 2 — Diagnosis and Radical ‘l'reatment of 


Intracranial Tumors. Dr. William H. Sweet. 

Wednesday, November 7 — The Heart in Pregnancy. Dr. 
Burton Hamilton. 

Friday, November 9 — Diuresis in Congestive L’eart Failure. 
Dr. Mark D. Altschule. 

Wednesday, November 14 — Tonsils and Aging. Dr. George 
Kelemen. 

Thuneeey November 15 — Motion Sickness. Dr. Robert L. 


oble. 

Friday, November 16— Deep Phlebitis and Pulmonary 
Embolus. Dr. Jacob A. Fine. 

Wednesday, November 21 — Evolution of Industrial Medi- 
cine. Dr. Dwight O’Hara. 

Friday, November 23 — Some Aspects of Penicillin Therapy. 
Dr. Maxwell Finland. 

baa sneer November 28 — Hypertension. Dr. John C. 

onard. 

Friday, November 30 — The Use of Human Serum Albumin 
in the Treatment of Edema of Renal and Hepatic Origin. 
Dr. George W. Thorn. 


On Tuesday and Thursday mornings Dr. S. J. Thannhauser 
will give medical clinics on hospital cases. On Saturday 
mornings clinics wil! be given by Dr. William Dameshek. 

All morning conferences are open to the medical profession. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Tuurspay, NovEMBER 


Fripay, NovemBer 9 
*9:00-10.00 a.m. Medical clinic. Isolation Amphitheater, Children’s 
Hospital. 
10:50 a.m. Postgraduate clinic in dermatolcgy and_syphilology. 
Amphitheater, Dowling Building. Boston City Hospital. 
12:00 m.-1:00 p.m. Clinicopathological conference (Boston Float- 
ing Hospital). Joseph H. Pratt Diagnostic Hospital. 
Saturpay, Novemser 10 
00 a.m.-12:00 m. Medical staff rounds. Peter Bent Brigham 
Hospital. 
Tuespay, NovemBer 13 
.00-10.00 a.m. Medical clinic. Infants’ Hospital. 
*12:15-1:15 p.m. Clinicoroentgenological conference. Peter Bent 
Brigham Hospital. 
WeDNEspDAY, NovemBeErR 14 
*12:00 m. Clinicopathological conference. Children’s Hospital. Y 
*7:15 p.m. Graduate seminar in pediatrics. Children’s Medical 
Service, Amphitheater 3A, Massachusetts General Hospital. 


*Open to the medical profession. 


Ocrosper 1-DecemsBer 10, 1945 and January 7-Aprit 22, 1946. Metro- 
politan State Hospital. Eleventh postgraduate seminar in neurology and 
psychiatry. Page 314, issue of Sentsiober 6. 

NovemBer 2,9 and 16. Salmon Lectures. Page 514, issue of October 25. 

NovemBer 2-30. Joseph H. Pratt Diagnostic Hospital. Medical con- 
ference program. Notice above. 

NovemBerR 7. Massachusetts Society of Examining Physicians. Page 
514, issue of October 25. 

NovemBer 8. Jitfalls and Pleasures in the Treatment of Diabetes. 


Dr. Elliott P. Joslin. Pentucket Association of Physicians. 8:30 p.m... 


Haverhill. 

NovemBer 13. Harvard Medical Society. Notice elsewhere on this page. 

NovemBer 15. New England Pathological Society. Notice elsewhere on 
this page. 

NovemBer 17. Suffolk District Medical Society. Page 514, issue of 
October 25. 

DecemBer 13. Legislative Conference. Page 514, issue of October 25. 

Fesruary 2. American Board of Obstetrics and Gynecology. Page 514, 
issue of October 25. 


District Mepica. SociETIES 
SUFFOLK 
NovemBeErR 17. Harvard Club of Boston. 


WORCESTER 
NovemsBer 14. Grafton State Hospital. 
DecemBer 12. Worcester City Hospital. 
anuary 9. St. Vincent Hospital. 
Fesruary 13. Worcester State Hospital. 
arcu 13. Worcester Memorial Hospital. 
Aprit 10. Hahnemann Hospital. 

May 8. Annual meeting. 


Vol 
1 


